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Kenneth B. Babcock, M.D. 
Autopsies are Vital to Medical Progress 
—Maicoim T. MacEachern, M.D. 


Are Practical Nurses the Answer? 


—Hilda M. Torrop, R.N. 


Trade Union Programs and the Hospital 
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It adds up to something 


Metre 


For years business and industry have been using TelAuto- . Cater 
graph telescribers, the only means of transmitting hand- "ARGE Foam 
written messages from one point—to one or many distant jo | ae 
points — instantly — simultaneously in the same handwrit- io} 
ing as the original message. 

Now!—TelAutograph Corporation announces the 
‘Instan-Form’ telescriber! 


The ‘Instan-Form’ telescriber enables you to con- 
tact any —or all—outlying departments instantly — 
at the same time—with preprinted business 
forms. ‘Instan-Form’ telescribers actually DELIVER 
business forms with their definite, handwritten mes- 
sages to remote departments at the same time the 
original form is being filled in! 


Specific information is available by writing to 


Department A-27). 
‘Instan-Form means instant action! 


16 West 61st Street * New York 23,N Y 


= 
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Tel Autograph corporation 


( TelAdtograph 
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Fowms Deliver Themselues .. 


CHARGE 
Instant Business | 
“ Communication Forms | | 
TELAUTOGRAPH 
7 ——=c 
per 
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For this critical 


ligation 


“timed-absorption’”’ 
surgical gut 


will not digest — 


Davis & Gec 


is & Geck 
“timed - absorpti 
sutures | 


sutures 


prematurel 


non-timed-absorption 
chromic sutures 


In ligating the cystic duct, the skill of the 
surgeon must be supported by a dependable 
ligature which will not digest prematurely. 
By an exclusive improved process, D & G 
“timed-absorption” surgical gut is accurately 
tanned in graded degrees from the outer sur- 
face inward to assure a logical digestion rate. 
Maximum resistance to digestion is assured 
during the critical first 4 days when there is 
least fibrosis. As fibrosis develops and the 
need for artificial support lessens, the rate of 
timed-absorption increases. 


90 hours vs. 30 hours 


Comparison of D & G “timed-absorption” medium chromic 
surgical gut suture, size O, with non timed-absorption medium 
chromic surgical gut suture, size O. Weights are suspended from 
each in trypsin solution. The weight is held suspended by 
“timed-absorption” surgical gut up to 90 hours. The non timed- 
absorption sae surgical gut suture has begun to digest and 
breaks under the strain of the weight by 30 hours. (In human 
tissue all chromic sutures are digested more slowly, but the ratio 
between the two types remains the same.) 


Davis & Geck Inc. 
A unit OF AMERICA v Ganamid COMPANY 


D&G surgical gut sutures have a special , 
matte finish so that knots hold securely. _ 57 Willoughby St. Brooklyn, N. Y. 
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@@ Of the three muscular relaxing adjuncts to 


anesthesia in Common use at present, dimethyl- 
ether of d-tubocurarine* is the best for general 
use, because it has the widest margin of safety 
and gives greatest general relaxation with least 
effect on respiration, 

Sadove, M. S., Nelson, J. T., and Unna, K. R.: Comparative 


Evaluation of Curare-Like Drugs, Current Res. in Anesth, 


& Analg., 30/221, 1951. 


*"Metubine lodide,’ supplied as dimethylether of d-tubo- 


curarine iodide, was used in this study. 


Eli Lilly and Company 


Indianapolis 6, Indiana, U. S. A. 


/ 
METUBINE 


AMPOULES SOLUTION 


(DIMETHYL-TUBOCURARINE LODIDE, LILLY) 


Effective Skeletal-Muscle Relaxant 
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THEY HOPED FOR #600,000 


Actually Raised 


AS NEW BRITAIN GENERAL HOSPITAL 


“Lights the Flame’! 


In a letter ot May 7, 1952, at the conclusion of New 
britain General Hospital's campaign, Mr. Stanley Hart, 


President of the hospital wrote: 


“To the amazement ot all, we passed the $600,000 
mark so quickly that it was necessary to raise the goal 
to $750,000. When we wound up last night with over 


2525,000,* vou can easily realize our amazement and 


pleasure at this tremendous over-subscription, 


“The tremendous success of this Campaign was due in 
large part to the excellent han- 
dling by your organization, 
Should any of your tuture poten- 
tial clients wish to call me on 
the ‘phone, I will be delighted 
to vive them any additional in- 
formation Concerning our cam- 
paign and the work of your 


organization, | 


THE NEW BRI 


TAIN. 


sthin a few day it reached $850,000. “Lapy THE on town common, New Britain, Ct. 


CHARLES A. HANEY & ASSOCIATES 


Specialists in Successful Fund Raising for Hospitals for more than 25 Years 
J 


259 WALNUT STREET, NEWTONVILLE 60, 
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/ 
for greater O.R. efficiency 


Castle 


SUB-STERILIZER ROOM PLANNING 


me 


Cameoy fom 


in its advanced concept, now incorporates two 
important provisions that mean — 


4 unauthorized traffic being diverted from the 

surgery. 

minimal sterilizing facilities, adequate for all 
routine and emergency needs. : 
i We at Castle believe that every hospital adminis- 

$i trator, operating room supervisor and hospital 

# architect will be vitally interested in this modern 

approach to sub-sterilizer room planning. Note the 

; ’ specimen blueprint of one of the world’s most pub- 

licized institutions . . . Castle equipped! 


STERILIZERS LIMITED TO ONLY 
3 ESSENTIAL UNITS 


@ Pressure Instrument Washer Sterilizer 

Washes instruments more thoroughly — faster. Sterilizes and 
dries instruments for immediate use or storage... all in a 
single operation within 10-12 minutes. 


@ Hi-Speed Emergency Sterilizer 
For routine sterilization or fast emergency service as 
the name implies. Soiled or contaminated instrument 
can be made bacteriologically safe in 5 minutes. 


@ Warming Cabinet 


Precision built for temperature control of flasked 
sterile water, parenteral solutions, blankets and 
other supplies normally sterilized in the Central 


Sterile Supply. 
WRITE TODAY for detailed information 


and benefit through our gratis Planning service 


WILMOT CASTLE COMPANY 
1184 University Ave. Rochester 7, N.Y. 


STERILIZERS AND LIGHTS 
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AMERICAN HOSPITAL ASSOCIATION 6.7; Denver {Cosm 


Anr sal nwer' "oe ‘a 
REGIONAL MEETINGS | iow 
ty, 
STATE MEETING House 
si fornia— November + ante Barbara Menitobe 22-24- Winkipea (ff 


| | 


BARDEN BALLOON 

CATHETERS 


Derahle Balloons (or sirengih and symmeirical distention 
Marge Eyes & Lumen to provide maximum drainage 

Shorter Figs reduce bladder irritation 4 
Uniform Shaft for accurate sizing 


C.R.BARD. Tne. Summit, N.J. 


foo 


Hil SEATES CATHIE TER INS TRE MENT Comp 


M rigon November is 


M tobe 16-17 Jackson 
Derg Mote 
N em te 
4 
a-—November 67: Obtlahoma 
te tober 27.29; Toronto {Rove 
4 
youth Datota tober ¢ Rapid City 
Alex Johnson Hotel 
Vermoan? tober 79.30 ntpelier Pa 
mn 
Wy Ser temper 24 27 R Spr ale 


Memoria Mospital} 


OTHER MEETINGS 


American Academy of Pediatrics —October 
20-23: Chicagq Po Mouse 
American As stion of Medical Record | 
brariar tober 13-17: Washingtor 
arm 
Ame an © eae of Hospital Administra 


rs Ser ‘ar 4 iS Pr 4 Je'phia Bean 
amin Franklin Hote 


dt New York ( ity Woldort Astoria 

Ame 4 Physical Med 
riots 

Arne an Dietetic As st Jctober 2 
24 Mir Neat Rad sson Hote 

Amer } iporiona A } 
A ¥.16: Milwoautes Sch ede 
Mote 

Ar er yrrv 4 3° 
a Jus? 23 Ry. eyvue 

an Fut A at n ; 
ne rie ?? eveiar eve ana 

Blue Cr Blue Shield En nent and Put 
3g Sherat n Hote 


international Congress of Physical Medicine 
July 14-19: London 
Nationa! Association of Clini Administra 
tors—September 28-October !: Chicaao 
'Palmer House). 
Womens Hosoita 
Philadelphia {Warwick and Bar 


INSTITUTES 


(For additional information address Associa 
tion headquarters, 18 E. Division Street. 
titute on Laundry—October 13-17: De 
troit (Sheraton Hotel). 
titute on Nursing Service—October | 3-17 


Calit 

institute on Purchasing—November 
St. Louis (Sheraton Hotel). 

institute on Accounting—November 10-14 
Chicago (Knickerbocker Hotel). 
titute tar Meg Cal Re. ora Library Per 

NJ vember iO. 14- M nneapo! 

Radisson Hote 

nstitute on Housekeeping—December |-5: 
New Orleans [St. Charles Hotel). 


tute on Nursing Service Administration 
Vecember &-'2°' Wricaa Knickterbocter 
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EXPLOSION 


... with these electrically-conductive operating room units 


@ Many prominent institutions have standardized on collecting joints and crevices facilitates cleaning. 


these Blickman-Built operating room units. Their Before buying operating room equipment, see and 
highly-polished stainless steel surfaces ground static compare the advantages of “Blickman-Built.” 

charges effectively through electrically-conductive SEND FOR BULLETIN 9 ORC . . . . illustrates end 
casters and floor tips. Sturdy, seamlessly welded con- describes more than 50 different Blickman Built 
struction assures long service life. Elimination of dirt- ' stoinless steel units of operating room equipment. 


Howard Instrument Table 


Ferguson Utility Table Curved Instrument Table 


Dawson Dressing Carriage 


S$. BLICKMAN, INC., 3807 Gregory Ave., Weehawken, N.J. New Englond Branch. 845 Pork Squere Bldg, Boston 16, Moss. 


Blickman-Built 


You are welcome to our exhibit at the American Hospital Association Convention, Convention Hall, Booth 329, Philadelphia, September 15-18. 
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PRERIDENT 


Anthony J. J. Rourke 
Francisco 15 


MD. Stanford University Hospitals. San 


Edwin L. Crosby. MD. Johns Hopkins Hospital Baltimore 5 


FAST PRESIDENT 


Charies F Wilinsky. MD. Beth Israe! Hospital, Boston 15 


TREAS! PER 


A.C. Bachmeyer. MD. University of Chicago Clinics, Chicago 37 


Board of Trustees 


Ray Amberg, University of Minnesota Hospitals, Minneapolis 14 
Mai. Gen. George E. Armstrong, Surgeon Genera! of the Army. 
Washington 25 
A C. Bachmeyer 
E Dwight 


MD. ex officio (treasurer) 
Barnett, MD. Columbia University School of Public 


Health, New York City 32 
Frank R Bradiey. MD. Barnes Hospital, St. Louis 10 
Fdawin L. Crosby. M.D... ex officto (president-elect) 


Miriam Curtis, RN. Syracuse Memorial Hospital, Syracuse 10 


Rev. Denald A. McGowan Bureau of Health and Hospitals 
National Catholic Welfare Conference, Washington 5 
Oliver G. Pratt. Rhode Island Hospital, Providence 2 
Anthony J. J. Rourke, MD. ex officto (president) 

A. J. Swanson, Toronto Western Hospital, Toronto, Ont 
Charies F. Wilinsky. M_D.. ex officio (past president) 

Lucius R. Wilson, M D., Episcopal Hospital, Philadelphia 25 


Committee on Coordination of Activities 
Anthony J J Rourke. MD 
Kenneth B Babcock, MD 
Ray F. Brown 


chairman 
Grace Hospital, Detroit 1 
University of Chicago Clinics, Chicago 37 


Jack Masur. MD. Bureau of Medical Services, Public Health 
Service, Washington 25 
Mrs. Abraham E. Pinanski, Beth Israel Hospital, Boston 15 


F Ross Porter, Duke Hospital, Durham, N.C 

Albert W. Snoke, M D., Grace-New Haven Hospital, New Haven 4. 
Conn 

James E Stuart. Hospital Care Corporation, Cincinnati 6 

Ronald Yaw, Blodgett Memorial Hospital, Grand Rapids 6. Mich 


Council on Administrative Practice 


Ronald Yaw, chatrman 

Sister Celestine, R.N.. Hotel Dieu. New Orleans 19 

Civde W. Fox. Washoe Medical Center, Reno, Nev 

(ol. Frederick H Gibbs. Management Branch, Office of Surgeon 
General, Washington 25 

Edward EF. James, North Shore Hospital, Great Neck, L. 1, 

David Littauer, MD. Jewish Hospital, St. Louis 10, Mo 

7 R. Mannix, Cleveland Hospital Service Association, Cleve- 
an 

Hal G. Perrin, Bishop Clarkson Memorial Hospital. Omaha 2 

Leonard P. Goudy, secretary, 18 E. Division Street, Chicago 10 


Council on Association Services 


Ray E. Brown, chairman 

James P. Dixon, MD. Commissioner of Public Health, Philade!- 
phia 7 

oat a Gilbert, Huntington Memorial Hospital, Pasadena 2 
all 


Arden E. Hardgrove. Norton Memorial Infirmary. Louisville 3 

Karl P. Meister, D.D., Board of Hospitals and Homes of the 
Methodist Church, Chicago 11 

Robert D. Southwick, Concord Hospital, Concord, N. H 

James W. Stephan, University of Minnesota, Minneapolis 14 


Richard D. Vanderwarker, Memorial Center for Cancer, New 
York City 21 

Council on Government Relations 

F. Ross Porter, chatrman 

Rt. Rev. Msgr. John W. Barrett, Director of Hospitals. Arch- 


diocese of Chicago. Chicago 5 
A. F. Branton, M.D. Baroness Erlanger Hospital, Chattanooga 3 
Warren F. Cook, New England Deaconess Hospital, Boston 15 
Thomas P. Langdon, Hahnemann Hospital, San Francisco 18 
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Donald C. Smelzer, M_D., Hospital Planning Agency-Citizens’ Con- 
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Robert F. Whitaker, Emory University Hospital, Emory Univer- 


sity. Ga. 
Albert V. Whitehall. secretary. Washington Service Bureau, 1756 
K Street. N. W.. Washington 6 
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Jack Masur, M_D., chairman 

Jacob J. Golub. MD. Hospital 
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John Gorrell, M.D.. Columbia University School of Public Health 
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Reid Holmes, North Carolina Baptist Hospitals, Winston-Salem 7 
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Lanpher, Lutheran Hospital, Cleveland 13 

Loy, Mercy Hospital. Oklahoma City 3 
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for Joint Diseases. New York 


Council on Professional Practice 

Albert W. Snoke, M.D., chairman 

Robert F. Brown, M.D. St. Luke's Hospital, Chicago 5 
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Stuart K. Hummel, Columbia Hospital, Milwaukee 11 

Kogel,. Commissioner of Hospitals, New York 
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Oakland 6, Calif. 
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Chicago 10 


Committee on Women's Hospital Auxiliaries 

Mrs. Abraham E. Pinanski. Beth Israel] Hospital, Boston, chairman 

Mrs. Philander S. Bradford, Children’s Hospital, Columbus 5, Ohio 

Mrs. William Shippen Davis, United Hospital Fund, New York City 

Mrs. Amos F. Dixon, Newton Memoria! Hospital, Newton, N. J 

Mrs. Garrison Elder, Baroness Erlanger Hospital, Chattanooga 3. 
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Mrs. Russell Hanson, Swift County Benson Hospital, Benson, Minn 

Mrs. Mitchell Langdon, Dallas City-County Hospital Auxiliary. 
Dallas 4, Texas 

Mrs. Edmund J. Morrissey. St. Mary's Hospital, San Francisco 7 

Mrs. J. A. Ochiltree, Delnor Hospital, St. Charles, Il] 

Mrs. Samuel J. Winograd, Michael Reese Hospital, Chicago 16 

Mrs. Horace G. Wunderle, Abington Memorial Hospital, Abington. 
>. 


M.D.. secretary, 18 E. Division Street. 


Elizabeth M. Sanborn, secretary, 18 E. Division Street, Chicago, 10 


Biue Cross Commission 

James EF. Stuart, chatrman 

J. Philo Nelson, vice chairman, Hospital Service of California. 
Oakland 12 

Abraham Oseroff, treasurer, Hospital Service Association of Pitts- 
burgh, Pittsburgh 

E Dwight Barnett, M.D. Columbia University School of Public 
Health, New York City 


Arthur M. Calvin. Minnesota Hospital Service Association, St 
Paul 4 

M. Haskins Coleman Jr., Virginia Hospital Service Association. 
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Robert T. Evans, Blue Cross Plan for Hospital Care, Chicago 90 

Roger W. Hardy, Massachusetts Hospital Service, Boston 6 

N. D. Helland, Group Hospital Service, Tulsa 

John R. Hill, Tennessee Hospital Service Association, Chatta- 
nooga 2 

Basil C. MacLean, MD. Strong Memoria! Hospital, Rochester 7. 
N.Y 


Carl M. Metzger, Hospital Service Corporation of Western New 
York, Buffalo 2 

D. W. Ogilvie, Blue Cross Plan for Hospital Care, Toronto 5 
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Executive Staff 

George Bugbee, erecutive director 
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Maurice J. Norby, assistant director 
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a picture from our "PAM LY ALB 


More than 80 years ago, the men pictured 
above built the machines that were the fore- 
runners of the modern, high-production laundry 
equipment which now proudly bears the “AMERI- 
CAN trademark. From a background of eXperi- 
ence begun in 1868, has come a heritage of skilled 
workmanship which guarantees the dependability 
and superior performance of every machine pro- 
duced by our Company's modern factories today. 


Through the years, constant research and pains- 
taking development by AMERICAN’s engineers 


In new American-planned laundry department at 225-bed 

Glendale Sanitarium & Hospital, Glendale, Calif., these 

CASCADE Unloading Washers with Automatic Washing 

Controls are — of the high-production, labor-saving 
ed 


equipment insta 
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has perfected an outstanding line of laundry 
equipment designed for hospitals of every size. 
And back of every AMERICAN installation is 
more than 80 years of experience in planning and 
equipping laundry departments for thousands of 
hospitals all over the world. 


That is why approximately 95% of the leading hos- 
pitals pe institutions today have AMERICAN- 
equipped laundry departments . . . every one of 
them benefiting by our Company's heritage of 


experience, 


AMERICAN 


LAUNDRY MACHINERY CO. 


CINCINNATI 12, OnIO 
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Look to VOLLRATH first for the 


Complete Line of Quality Institutional Ware 


No. 84086 No. 8416 No. 8424 
8 oz.—250 cc 16 oz.—500 cc 24 o1.—750 cc 32 oz.— 1000 


GRADUATED STAINLESS STEEL BEAKERS 


Look at these five measures—a complete set designed to 
serve every need. All the functional qualities you've ever 
wanted are built into every one... 


e Smooth, tapered sides —easy to handle. 


e A large lip—easy fo pour. 


e Permanent, die-embossed graduations —ever-legible, 
easy reading in ounces and cubic centimeters. 


Stainless Steel —unbreakable, easily sterilized. 
e Easily nested and conveniently stored. 


This complete set of beakers is now available through 
your Vollrath jobber. Order today. 


PAK-HEATERS for HOT-PACK THERAPY 


These stainless steel Hot-Pack Heaters are exclusive specialties 
in the complete line of Vollrath porcelain enameled and stainless 
steel wares. Floor Model No. 9101 for hospital 
use; Portable Model No. 9102 for use in home, 
clinic and doctor's office. Easily operated on AC 
current, equipped with automatic cut-off switch— 
both models produce packs of uniform tempera- 
ture and moisturecontent—quickly, steadily, safely! 


SHEBOYGAN, WIS. 


‘YOURATH 


‘ Je 


NEW YORK CHICAGO LOS ANGELES 
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For odors arising in— 
Lovatories General Words 
Pharmacy Private Rooms 
Morgue Smoking Rooms 
Autopsy Room _— Pathology Section 


Here's amazing, exciting news for every administrator, department head, physician 
or nurse, who ever battled the stubborn problem of offensive odors. 

This problem is now solved—not by trying to paralyze the olfactory sense—not 
by trying to out-perfume the unperfumable ... but by a newly compounded prepe- 
ration that leaaaly hills room odors, yet bas abvolately no odor of its own 

This new scientific achievement is cal 


“X-O”...The Odorless 


Chemically, it is N-soya N-ethyl morpholinium ethosulfate—a triumph of advanced 
research. For two years, it has been exhaustively tested, both in laboratory and clinic, 
to establish its eficacy, and complete fr from toxic effects. It is non-inflammable, 
non-toxic, and harmless to delicate materials. 

X-O is easy to use. In proper dilution, it is y pap od we with a spray-gun high in the air of 
the room to be treated, one or more times a day (as needed ). Odors d disappear immediately 
following the spraying—yet without any lingering mae mt sweet odor from the spray 
itself—indeed, without any remaining odor whatever! It does not disturb asthma patients. 

It may also be used as a liquid contact deodorizer, poured directly on the odor source 
(as directly onto a rug). 

X-O, having an aqueous base, leaves no pow residue on furniture or floors to catch 
dust. Any residue that reaches floors is actually detergent and bacteriostatic! 

Hospitals and nursing homes that have tried X-O report—“very enthusiastic about it” 


“very adequate’ —“excellent in these difficult cases"—“quickly dispels body discharge odors’—“used to 
advantage as a pack for gangrenous tissue”—“most economical’ —etc. 


X-O is supplied as a 


centrate. You add 9 gallons of water to | gallon of X-O Concentrate and obtain 10 


gallons of ready-to-use solution! 


GLENBROOK CHEMICAL CO., INC. - Medical Arts Bidg. - 1172 CHAPEL ST., NEW HAVEN, CONN. 


Regular List Prices 

X-O CONCENTRATE 
(te be diluted with 9 parts 

of water before vse) 

Case (12 qts.) ........... 30.00 

2 Cases (24 qts.) ..@ 30.00" 

6 Cases (72 gts.) ....@ 27.60" 


1 Gallon 7.50 
6 Gollons .................@ 
20 Gelleas .................@ 7.60* 
X-O SPRAYERS 
8 o. size (for private 
rooms, etc.) .......... 60 


} cose (12) of 8B oz. size 4.32 
24 size (for ovtopsy 


room, etc.) 1.85 
} case (12) of 
24 size ....... .@ 45 


X-O's amazing ability to kill offensive odors, without substituting any odor of ia own, can only 
be fully appreciated by personal trial. As a special inducement for trying X-O NOW in your 
institution, it is being offered for a very limited period af these reduced prices. 


OFFER NO. 1 OFFER NO. 2 
$10 Unit, for Larger institutions includes: $3.75 Unit, for Smaller institutions includes: 
1 gol. X-O Concentrate. 7.50 lat. HOC 
All for only $10.00 fen eat $3.75 


A free sample 8 oz. Spray Unit is available for trial, on request, alchough the larger units listed 
above are recommended for an adequate test. 


Your institution deserves the best — deserves a thorough trial of X-O. 
Fill in Coupon NOW, and mail with your check today. X-O REALLY WORKS! 


GLENBROOK CHEMICAL CO., INC., 1172 Chapel Street, New Meven, Conn. H-72 
Please send X-O postpoid ot once for which check is enclosed (check which): 


One $10. Unit, One $3.75 Unit, A free trial 8 ox. 

per Offer No. | obove per Offer Neo. 2 above bertle with spray top 
Nome. 
Institution. Position. 
Address 


to be billed through Dealer, his name 
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At last...what every hospital administrator has dreamed of... 
Different from anything you've ever used! 
For odors arising from— 
Decubitus ulcers 
Biadder incontinence 
Genero! debilitation 
Mental irresponsibility 
Diarrhea Tuberculosis 
Gongrene Carcinomata 
on 
SPECIAL INTRODUCTORY OFFER! 
PIS SSS SSS 


PRESIDENT 


ARTING WITH A GCOOD secretary 
pr has spent ten years repair- 
ing split infinitives and flying par- 
ticiples and transforming your dic- 
tation into English is a sad busi- 
ness. So little is said or written 
ubout the important part played by 
ihe superintendent's secretary that 
] should like to pause and say to all 
of them——‘“Salute and long may 
you live—the unsung heroes of 
hospital administration!” 

Mrs. Dorothy Ogley and I have 
parted—-she to run the offices of 
a group of orthopods in San Fran- 
cisco, and I to the city of skyscrap- 
ers. If you have enjoyed the presi- 
dent's column, or any part of it 
this year, I want you to know that 
Mrs. Ogley played a great part in 


writing it. She kept our idea folder 
going, and with a flip of her key- 
board, did things with my sen- 
tences. In fact, she wrote many sug- 
gested items, and true to form. 
after she left, I found the following 
in our “Idea Folder” for the presi- 
dent's column: 

Dr. Rourke: Here are some 
floundering “thoughts while strol- 
ling” for future columns: (I have 
put myself in the chair of some 
young administrator reading your 
column, looking for the “eternal 
verities” and being stimulated by 
realizing he can't be ruled by any 
ten commandments. ) 

1. How many of us could name 
five operating room explosion haz- 
ards without referring to books” 


NEW! 


sterilization". 


INFORM CONTROLS 


AN AID IN CONTROL 
OF INFANT DIARRHEA 


Terminal processing of formula at 230° re- 
quires a time factor of 10 minutes. Such a 
short period is recommended because of 
possible damage to the milk. The danger 
in use of such o short 10 minute exposure 
(general autoclaving requires 30 minutes) 
can be offset by use of new Inform Con- 
trols. Thus if the milk is slow in heating in- 
side the bottles, Informs will tell. If your au- 
toclave is not highly efficient and the ther- 
mometer is incorrect Informs will tell you. 
In general you will find Informs 


as necessary as Diacks because you 


are working on “the edge of 


SAMPLES UPON esT— 
oR 


FREE 


OM THE MANUFACTURER Before After 


SMITH & UNDERWOOD 


1845 NORTH MAIN STREET, ROYAL OAK, MICHIGAN 
SOLE MANUFACTURERS DIACK AND INFORM CONTROLS 


2. Who said vocational nurses 
can't act as scrubs in surgery? 

3. Who has a permanent answer 
te continuing permanent'§= and 
prompt handling of patients ar- 
riving in the emergency room? 

4. What to do about personne! 
abuse of phone services with pri- 
vate calls? 

5. Without the modern gim- 
rmicks, how do you get your dishes 
hot before placing food or liquids 
on them? 

6. Is your “newborn nursery” 
really clean—or is this belief based 
on hearsay” 

7. How do you handle the prob- 
lem of excess wax or splashed 
water on waxed floors? 

8. Late charges''—Ugh'' 

9. Because it “has always been 
done that way” is “that way” 
necessarily the best way? Some- 
times a new idea comes from turn- 
ing an old one upside down and 
viewing it from the bottom. (This 
isn’t original—I read it somewhere 
the other night.) 

10. Do you thank former pa- 
tients for their letters containing 
criticism as well as those contain- 
ing praise” 

11. Do you listen fairly to both 
sides of a problem without letting 
your personality interfere with 
judgment?’ 

Mrs. O.—Our reading public is 
going to miss you. Me too! Success, 
happiness, good health, and God's 
blessing to you! 


(rave THE FATHER SCHWITALLA 
Lecture at St. Louis University 
this year and found upon re- 
viewing his life that since his or- 
dination in 1915 he has been close- 
ly engaged in health activities. I 
discussed the Joint Commission on 
Accreditation of Hospitals, and 
after my talk Father Schwitalla 
ably pointed out to the group the 
objective of accreditation. Among 
other things he said: “We are not 
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a free-flowing 
aqueous repository penicillin 
which does not 


require refrigeration 


crystalline procaine penicillin G 300,000 u/ec. in aqueous suspension. 


Bristol’s free-flowing aqueous suspension 
of penicillin for repository injection 
requires no refrigeration. 


Always ready for instant use, Flo-Cillin 
Aqueous can be stored in the office cabinet, a 
on the pharmacy shelf, or carried in the 
physician's bag for one year with no loss E> . 
J 


of potency or physical change. a 


no diluent to add 
outstandingly fluid 


a stable, uniform suspension 


J 
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Mr. Brennan was 57 seconds late 
Tucking his brief case under his arm, he 
darted out into the highly waxed cor- 
rider, took 3 brisk steps and ZOOM! 
PS. Mr. Brennan was 14 days and 57 
seconds late 

Polished floors don't have to be slip- 
pery. The files of the Wattrer G. LEGGE 
Company, Inc. offer evidence that an 
intelligent System of Safety Maintenance 
can reduce slip-accidents by as much 
as 9S% 

Here are a few examples: 

Employees averaged 4 or 5 spills a 
week on the floors of a large company. 
Since the Leoor System was instituted 
there have been only 3 falls in 5 years. 

283 slip-accidents were counted in 40 
months in a well-known institution. The 
Leooe System stopped such accidents 
completely. 


FREE BOOKLET 


Prove to yourself that floors can be 
hoth brightly polished and slip-resistant. 
Learn how the System cuts ma- 
> terial costs by 25° and labor costs by 
| 50% in schools, office buildings, institu- 
trons, industrial establishments. 

it's all there for you to read in the 
FREE, informative booklet “Mr. Higby 
learned about Floor 
Safety...the hard way!" 
Just fill out and mail 
the coupon. WALTER 
G. Leoce COMPANY, 
Inc., 101 Park Ave., 
New York 17,N.Y. In 
Toronto, J. W. Turger 
Co. Branch offices in 
principal cities. 


Walter G. Legge Co. Inc. 2-7 
101 Park Ave., New York 17, NY. 


‘ 
' Please send me ao free, no-obligation 
copy of your Mr. Higby book. 

t Signed 

Firm 

Address 
City lene Stete 
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seeking standardization as such, 
for we could standardize vice, 
mediocrity and even stupidity. Ac- 
creditation must mean more to us 
than simple standardization.” 
Thanks for a nice visit, Father, 
and to you go the admiration and 
affection of the entire field for your 
many contributions to our better- 
ment. 


| SUPPOSE HAYES was too busy 
writing PRN to get to Texas. His 
loss. But you'll find his column 
better because he tended to his 
writing while other columnists go 
flitting around. Haven't felt so 
much at home since I left Shannon 
last July as I did at the Sham- 
rock. To mention but a few familiar 
names and items: The Cork Room, 
the Emerald Room, green ink, plas- 
tic green shillelagh to stir your 
beverages, green stationery, harp- 
shaped swimming pool and dozens 
and dozens of shades of green. 
Don't miss seeing the Texas Medi- 
cal Center if you are near Houston. 
Only thing of its kind I know about. 
Good meeting—serious people— 
they mean business in Texas—but 
such hospitality—-they know how' 


[x TREMENDOUSLY pleased with 
the unusual interest shown in the 
Joint Commission on Accredita- 
tion of Hospitals. It was discussed 
at the New England Hospital As- 
sembly in Boston, the S. E. meeting 
in Atlanta, the Mid West in Kan- 
sas City, Tri-State in Chicago, the 
New Mexico meeting at Clovis, the 
Western association meeting at 
San Francisco, and at the Catholic 
hospital meeting at Cleveland. 
Have met hundreds and hundreds 
of people at the above meetings 
and they have convinced me they 
want an accreditation program that 
will assure the people of the best 
possible. 

Perhaps you feel that the growth 
of Blue Cross was rapid, but just 
watch the Women's Hospital Aux- 
iliaries—650 Type Five members 
as of January 31, 1952—a net gain 
of 113 in one year! It’s a natural— 
and the leadership since starting 
has been exceptional. 

Met a hospital administrator last 
week who told me he had never 
seen a fluoroscope in use. I en- 
couraged him to have his Radiol- 


ogist arrange for him to spend an 
hour or so in the fluoroscope room 
next time they are doing G.L’s. A 
“no man’s land” for an adminis- 
trator should not exist. If you 
show an interest, your staff will 
be glad to arrange to take you in 
on anything you wish, I’m sure. 
I'm amazed at the Headquarters 
Staff. Perhaps you will remember 
my comments on long-range plan- 
ning a few weeks ago? Well, 18 
East Division is studying the lay- 
out for exhibition space in San 
Francisco for "53, as if it were go- 
ing to happen next month. Are 
you planning anything but your 
vacation that far off... .? 


iD NJOYED MY TRIP back home to 
New England. Heard a trustee say 
that doctors should be members of 
boards of trustees and heard a 
doctor say they should not. Think 
that argument of being judge and 
advocate at the same time is a 
potent one. But—I am beginning 
to sense a great feeling of unrest 
because some administrators are 
not allowing for any method 
whereby the medical staff may 
present major policy matters di- 
rectly to the boards. 


W. ARE CONVINCED that the 
meanest person on earth is not the 
person who shot Santa Claus but 
the one who cut all the tulips in 
our hospital garden the day after 
they bloomed. Such thoughtless- 
ness has prevented our patients 
from having several days’ enjoy- 
ment from the blooms. If it were 
not for people like this, there 
would be no comparative way of 
showing what nice people we are. 

We certainly like our new ice 
cube machines. Why did we ever 
put up with the old system of ice 
making? (I know the answer to 
that, too.) 


A ND NOW FROM THE Golden Gate 
to the George Washington. Is New 
York big enough to hold Hayes and 
Tony? Must hide my copy each 
night. 
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Now available 


the new ‘Roche’ antituberculous drug 


The new antituberculous compound, Rimifon 
‘Roche’, is now available. 

Preliminary studies in pulmonary and extrapul- 
monary tuberculosis have been very encouraging. 
However, it will take some time until the thera- | 
peutic possibilities and limitations of Rimifon can 


be fully evaluated, 
At present, Rimifon should be employed together | 
with other therapeutic measures, such as bedrest, ; 
collapse therapy and surgery which may be indicated. 
As is true of all antibacterial drugs, Rimifon may 
| occasionally give rise to bacterial resistance but its 
extent and clinical significance have not yet been 
determined, 


For detailed information on the clinical use of 
Rimifon, write to the Professional Service Depart- 
ment of Hoffmann-La Roche Inc. 


RIMIFON—T. M.—brand of isoniazid (isonicotiny!-hydrazine) 


HOFFMANN-LA ROCHE INC, 
Roche Park + Nutley 10+ New Jersey 
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On hospital press codes 


N RECENT YEARS, many hospitals 
| and a number of state and local 
hospital organizations have gotten 
together with local newspapers to 
develop hospital press codes. These 
codes grew out of a need for set- 
ting forth in writing, over the sig- 
natures of hospitals and the press, 
the responsibilities, obligations and 
limitations of each as concerns 
news of the hospital and its pa- 
tients 

This month, six men, four rep- 
' resenting hospitals and two repre- 
senting the press, discuss the 
question “Are hospital press 
codes worthwhile and do they real- 
ly accomplish their purpose with 
= 4 maximum of fairness to the pa- 
Stient, the hospital and the press? 
self not, can you suggest ways in 
gwhich they might be improved?” 
3 


press codes find 
‘the happy medium 


Hospital people have been 
Drought up in the tradition, per- 
haps inherited from the medical 
Hi j rofession, that sickness is a strict- 

4 b personal matter and, therefore, 

is the hospital's task to protect 
the privacy of 
; the patient un- 
der all circum- 

Ac- 


hos- 


stances 
cordingly, 
pitals have 
been reluctant 
to give out news 
or to tell the 
people what 
goes on inside 
hospitals 


Newspaper MR. JOHNSTON 
people, on the 

other hand, have been taught that 
what happens to people is news, 
especially if it is out of the ordi- 
nary. They know that people are 
greatly interested in matters of 
health and that the public has al- 
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most a morbid curiosity about hos- 
pitals, perhaps because of the hid- 
den fear that some day they will 
be patients. Reporters, therefore, 
press hard to get the information. 

The results of these divergent 
philosophies have been misunder- 
standings and misinterpretations 
on both sides. Relationships be- 
come strained and each resorts to 
more or less devious ways to out- 
wit the other. 

It is my view that hospital press 
codes go a long way in finding the 
happy medium, the intelligent 
compromise upon which a good 
working relationship between hos- 
pitals and the press can be es- 
tablished without in any way be- 
ing unfair to, or jeopardizing the 
condition of, the patient. 

One of the chief benefits of such 
a code is the discussion which 
precedes its adoption. (I am as- 
suming that a_ representative 
joint committee does the drafting 
and that it is not a unilaterally- 
prepared document.) I have gone 
through such an experience and 
have seen each side end up with 
an understanding and appreciation 
of the viewpoint and sincerity of 
the other. 

Before the committee began its 
task, the New Jersey Hospital As- 
sociation held a round table dis- 
cussion on the subject of hospital- 
press relationships at which two 
newspaper people and two hospi- 
tal administrators advanced their 
views. A panel discussion with 
audience participation followed. 
Then a group of Associated Press 
people invited the writer to a din- 
ner meeting. The discussion, I as- 
sure you, was frank. The point is 
that these meetings brought about 
mutual understandings which, in 
themselves, may have been of 
more value than the code itself. 

Codes, of course, cannot cover 
all the day-to-day situations 


which may arise. In the final 
analysis, the only sound basis of 
good relationships between news- 
papers and hospitals is mutual con- 
fidence and understanding. It is 
my belief, however, that codes do 
perform a useful purpose by out- 
lining the general principles which 
should prevail —J. HaroLtp Joun- 
STON, erecutive director, New Jer- 
sey Hospital Association. 


A “code of 
assures good re 


The hospital-press code which 
was developed in our state is defi- 
nitely a helpful device in assuring 
maximum cooperation between 
medical staffs and the hospitals, 
and radio, television and the press. 

The “Code of 
Cooperation,” as 
the statement 
has been called, 
was developed 
upon the initi- 
ation of the 
Council of Pub- 
lic Relations of 
the Iowa Hospi- 
tal Association. 
The Iowa Daily 
Press Associa- 
tion, the Radio 
News Men Association, the lowa 
Hospital Association and the Iowa 
State Medical Society selected rep- 
resentatives who were commis- 
sioned to develop a statement of a 
minimum code of cooperation. 

While the statement itself is a 
great accomplishment, the major 
achievement lies in the joint dis- 
cussion of the problem. Through 
these lengthy discussions the hos- 
pitals, the medical profession, and 
the news people, came to a better 
understanding of each other's 
problems, which in itself went a 
long way to assure cooperation be- 
tween the groups. The newscasters 
and reporters came to understand 
why not all information regarding 
patients can be made available to 
the general public; on the other 
hand, the hospitals and medical 
personnel gained new insight into 
the importance of deadlines and 
accurate information for the news- 
casters and news reporters. 

Through these discussions, 
agreement was reached as to what 
information should be given for 
publication and by whom such in- 
formation should be made avail- 
able. Generally, of course, the in- 
formation must come from the 


MR. CORDES 


hospital, since the hospitals are 
available for contact 24 hours 
HOSPITALS 
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WE CAN'T PREDICT 


CAN PROTECT IT! 


We think you'll agree that placing of 


scheduled future orders with us is advantageous becan: 


You're busy—future schedyles relieve you of 


valuable time. 


If you order for four months, you can save 75% 
of the time formerly required 


We'll help relieve you of the annoyance of keeping 
track by notifying you when an order is complete. 


Our price guarantee policy assures you of lower 
average prices. 


WY GT, MFG. CO. 361 w. CHESTNUT ST., CHICAGO 10, ILLINOIS 


Division of Opelika Menufecturing Corporation 


No greater name in all hospital tertiles! 
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daily and can assign some one per- 
son to whom reporters may turn 
for information 

The major values of our code 
are that many of the hospitals in 
our state now have assigned re- 
sponsibility to one person or one 
office for contacting the news agen- 
cies. Many times they do so with- 
out waiting for a call from the 
newspaper or press. The news- 
paper and radio, on the other hand, 
have quite readily accepted the 
fact that they must be content 
with less details concerning the 
patient's condition in comparison 
to what they used to require 

There remains, always, the 
problem of getting such agree- 
ments into common practice 
throughout the state. Our Iowa 
Hospital Association has accepted 
the responsibility of promoting the 
use of these minimal standards 
through the hospitals: the State 
Medical Society has held regional 
meetings with state and county 
public relations councils in an at- 
tempt to explain to the medical 
profession in each community the 
importance of this cooperative 
arrangement, 

I would strongly recommend 
that all communities and, wher- 
ever possible, statewide organiza- 
tions, work to develop such an 
agreement of cooperation which 
may then be printed and made 
available to all who have occa- 
sion to work with it DONALD W. 
CORDES, administrator, lowa Meth- 
odist Hospital, and president, lowa 
Hospital Association. 


Code provides a rule book 
for both hospital and press 


The thing which impresses me 
about hospital press codes is that 
they represent an effort by hospi- 
tals and newspapers to get to- 
gether and solve their common 
problems. The fact that a code has 
been devised is 
the best indica- 
tion that it is 
worthwhile. 

Of course, no 
code is perfect. 
Every code rep- 
resents a cer- 
tain amount of 
give and take. 
If evolved in 
that spirit, 
it automatically 
will operate in 
a way that will be fair to both 
sides. 

Codes are not necessary in those 
limited number of situations where 


MR. GILBERT 


both the hospital administration 
and the newspapers understand 
each other. But in too many in- 
stances, hospitals and newspapers 
are unable to establish contact 
which is intimate enough. Many 
hospitals and many newspapers 
have grown so large that it be- 
comes impossible to achieve the 
desired relationship. 

Codes are most helpful in such 
situations, I believe. The code pro- 
vides a rule book to guide and 
assist both the official and the re- 
porter who have had little experi- 
ence with press-hospital contacts. 

Washington does not have a hos- 
pital press code, but I would wel- 
come the establishment of one here 
provided one could be negosiated. 
A code handed down on a uni- 
lateral basis by the hospital coun- 
cil, however, would not work. In 
setting up such a code, there are 
certain basic principles that must 
be considered: 

1. The hospital must have some- 
one on duty at all times with full 
authority to give out agreed in- 
formation. 

2. The right of newspapers to 
full information about the admis- 
sion and condition of police cases 
must be recognized. In turn, the 
newspapers must make allowances 
for the rights of privacy of other 
patients. 

3. Hospitals should not attempt 
to influence a patient on the sub- 
ject of publicity. The official who 
approaches a patient with “You 


don’t want your picture taken, do 


you?” is not carrying out his part 
of the bargain. 

4. Newspapers do not want to 
interview or photograph persons 
who are not well enough to be 
interviewed or photographed. In 
turn, the newspapers have a right 
to assume that the hospital will 
place no obstacles in the way of 
newspapers which have obtained 
the consent of physician and 
patient. 

5. Hospitals should not hide be- 
hind the words “undetermined 
condition” to avoid telling the facts 
about their patients. Actually, 
when this is reported, it reflects 
on the hospital which makes every 
effort to determine a patient's con- 
dition as quickly as possible. 

6. The truth is vital. Conceal- 
ment, half-truths, or downright 
falsehoods are detected eventually 
and do nothing to improve news- 
paper-hospital relationships. 

7. Speed is of importance to 
hospitals and newspapers alike. 
Ways to provide news quickly 


without getting in the way of 
prompt treatment of injured or 
sick patients must be devised. 

8. Good relations represent a 
year-round need. Hospital Days 
and Fund Drive Weeks are times 
of good relations between hospitals 
and the press, but they are not 
enough.-Ben W. GILBERT, city 
editor, The Washington (D.C.) 
Post. 


Hospital-press relations 
require a two-part answer 


The question of hospital-press 
relations concerns two fields: Hos- 
pital-police reporter and photog- 
rapher, and hospital-medical writ- 
er coverage. The answers must 
be different. 

The police re- 
porter is work- 
ing on a dead- 


line, on what 
may be a hot 
page-one news 
story. He cer- 


tainly wants 
no misinforma- 


tion and no 
run - around 
from the 33rd 


MR. DUNHAM 


assistant to the 
acting orderly 
in charge. He wants all the infor- 
mation available that is of public 
interest and that does not over- 
step the bounds of patient safety, 
patient privacy and medical ethics. 
And this he should get quickly 
and accurately. 

He also does not want to go 
over anybody's head or rouse the 
director at his home at no o'clock 
in the middle of the night. With a 
little foresight, he won't have to 
do that. There should be, in each 
metropolitan hospital, a 24-hour 
coverage by the head nurse or 
someone designated to serve as 
the press liaison. 

Even though the patient’s phy- 
sician approves having a picture 
taken, the photographer would 
still like the privilege of asking 
the patient's consent, rather than 
just having an irritated nurse put 
the question to him privately. Of 
course, it is understood that there 
would be no speedflashing if the 
request is rejected. 

In the medical writing phase, 
it is entirely a question of judg- 
ment, integrity and ability in the 
writer. With those assets, he usual- 
ly can build up his coverage to the 
satisfaction of all parties and to 
the great value of the hospital in 
achieving better understanding 
and appreciation by the public. 
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NEW exclusive 


Pfi Steraject Syringe 


holds 2 sizes of disposable cartridge 


Sterile. 


COMBIOTIC 


dosage form 
avaiable! 


di is cartridg ves 


Of Note to Hospital Superintendent 


Steraject Penicillin G Procaine Crystalline 
in Aqueous Suspension (300,000 Units) Steraject offers you this 


S point economy program. 


1. No costly syringe breakage. 


2. Eliminates time-consuming preparation 


we 


. Eliminates waste of unused portions 
of multiple-dose vials. 


Ww 


Accurate pre-measured dose in each 
cartridge. No loss from inaccurate 


Z withdrawal from multiple-dose vials. 


. Reduces your replacement cost 
for needles. 


E 
~ 


Steraject Penicillin G Procaine Crystalline 
in Aqueous Suspension (1,000,000 units) 


> 


. Simplifies storage. 


7. Single-dose Sterajects are 
accountable — for inventory 
control, cost analysis and billing. 


Ask your Pfizer 


Hospital Representative 


Steraject Combiotic* Aqueous Suspension 
units Penicillin G Proca 4 


f . Time saving on the floor. 
Crystalline, 0.5 Gm. 


Each cartridge individually cartoned on his next call! 
with foil-wrapped sterile needle: in 
shelf packs of 25. Also in bulk cartons 
of 100 with needle adaptors. 


World's Largest Producer of Antibiotics 


~ 


ANTIBIOTIC DIVISION, CHAS. PFIZER & CO. INC . BROOKLYN 6 
19 
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The medica] writer should be given 


the opportunity to demonstrate 
those virtues 
The Cleveland Code was writ- 


ten in 1935. I fear it is better 
known outside the city than in it 
That there should be an under- 
standing and perhaps a written 
code to cover basic principles is 
highly advisable, and usually most 
necessary. But any code or othe: 
procedure is only as good as the 
people putting it into effect 
Wherever possible, a good person- 
to-person relationship of trust and 


TYGON burgical TUBING is virtually 
a flexiblp glass. Bending, twisting, con- 
forming to the slightest touch, it also 
is highly translucent, non-reactive, and 
non-toxic. TYGON is practically inert to 
a wide range of acids, alkalies, oils, 
greases, solvent and water. It is ideally 
suited to hospital laboratory use. 


TYGON can be completely and _ re- 
peatedly sterilized with steam or bacteri- 


THE 


PLASTICS AND SYNTHETICS DIVISION 


UNITED STATES STONEWARE CO ° 


understanding is the best method. 
In Cleveland, relations between 
hospitals, the Academy of Medi- 
cine and the medical school, and 
the three medical writers are very 
good. Some hospitals, however, 
still seem to forget that even po- 
lice reporters and photographers 
are people —Don DUNHAM, medi- 
cal writer, The Cleveland Press. 


Hospital press codes 
must be kept up-to-date 


Hospital press codes are not only 
worthwhile, they are essential. Ac- 


cides. It shows no reactivity with whole 
blood, blood plasma, saline, glucose, or 
other delicate solutions. It contains no 
pyrogen producing bodies. It does not 
coat. It drains free. It flushes clean 
easily. 

TYGON has the widespread approval 
of surgeons and hospitals. Its full flexi- 
bility, ease of handling, and long life 
make it an effective, economical medium 
of transmission for all laboratories. 


AKRON 9, OHIO 


tually, a “press code” exists in 
every area where there is a hos- 
pital (or hospitals) and a news- 
paper (or newspapers). As the need 
for a formaliza- 
tion of this rela- 
tionship is dem- 
onstrated, as has 
been the case 
in most large: 
cities, a written 
code is usually 
developed. 

Whether or 
not a hospital 
press code ac- 
complishes a 
worthwhile pur- 
pose—-with maximum fairness to 
the patient, the hospital and the 
press—depends not on the mere 
existence of a written code but 
rather on the knowledge, under- 
standing and acceptance by all 
parties concerned, of the princi- 
ples involved. A _ hospital press 
code can be only as effective as 
the persons who are primarily ac- 
quainted with and responsible for 
the patient-hospital-press_rela- 
tionships in a news situation. Hos- 
pital press codes must be periodi- 
cally reviewed so that the code 
itself can be evaluated and kept 
current and, more important, so 
the persons concerned can be ori- 
ented and reoriented with the re- 
sponsibilities and_ relationships 
under the code. 

As an example of the need for 
a periodic review of a press code, 
we in Chicago are currently plan- 
ning to re-evaluate the “Code of 
Relationship Between Hospitals 
and the Press’ which was devel- 
oped by representatives of the Chi- 
cago Hospital Council and Chica- 
go newspapers. in 1945. Recent 
complaints and misunderstandings 
brought to the attention of the 
council by both newspaper report- 
ers and hospital personnel indi- 
cate that such a code cannot be 
written, distributed, and then for- 
gotten if maximum effectiveness 
is desired. 

I suggest that written hospital 
press codes should be developed 
whenever possible, and then should 
be reviewed periodically by hos- 
pital administrators, hospital pub- 
lic relations directors and repre- 
sentatives of the press. When the 
codes are drawn up, they should 
be distributed to all hospitals and 
newspapers in the area and all 
personnel who might be concerned 
should be oriented as to the proper 
relationships and responsibilities. 


(Continued on page 148) 
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Jackson Hospital, Miami, Florida 


ANOTHER NEW HOSPITAL 
INSTALLS 6 WESTINGHOUSE ELEVATORS 


Every multi-floor hospital has a traffic pattern all its own. 
Moving this traffic (patients, staff, visitors, equipment, food 
and drugs) vertically is the job of hospital elevators. How 
efficiently this job is accomplished depends on the quality of 
the elevator equipment and the engineering knowledge to 
install that equipment for best service. 


When Jackson Hospital wanted elevators designed exclusively 
for hospital use, they turned to Westinghouse. Because, for 


| years, Westinghouse has been installing elevators engineered 


expressly for hospital service. This means the correct control, 
the right size cars, the proper speed and lifting capacity, 
ample lighting and ventilation. 


If you have a part in planning vertical transportation, consult 
Westinghouse hospital elevator experts. You owe it to your 
investment. Westinghouse Electric Corp., Elevator Division, 
Department Y, Jersey City, New Jersey. 


TUNE IN ON HISTORY! 
Only Westinghouse brings you complete coverage of four-month political campaign over CBS television and radio 


Hospital 
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.-- STERILIZED SURGICAL BLADES wad 
ee dramatic contribution towards — en 


Highlights of Major Importance — 

@ No preoperative preparation of blades ever required. Dispenses with tin.e- 
consuming technics. Avoids time allowance necessary to insure evapora- 
tion of skin-irritating chemical solutions when employed. 


@ Saves valuable nursing time. A Sterisharps blade can be peeled, spilled 
and placed at the surgeon's command within seconds. 


@ Cuts costs . . . no special equipment to insure preservation of edges, no 
jars or chemical solutions required. Frees valuable storage space. 


@ A unique Control System under the direct supervision of eminent scien- 
tific authorities, serves as a constant means of determining the bacteri- 
ologic safety of every blade lot permitted to leave our factory. 


@ Solves the blade sterilizing problem with equal efficiency in private office 
. emergency kitbag use . . . rural, industrial, field and combat service 
armamentaria. 


WRITE TODAY for complete information 
or ask your dealer 


AMERICAN SAFETY RAZOR CORPORATION 
315 Jay Street (Hospital Division} Brooklyn 1, N. Y. 


SPECIALISTS IN SHARPS 
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Spill blade on 
surface and affix to 
A.S.R. Handle. 


FOR OVER 50 YEARS 
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a firmer mattress! 


The secret of firm support in a Beautyrest* hospital mattress 
comes from the much greater number of independently pocketed 
coils used — nearly three times the number used in the 

ordinary innerspring mattress. And Beautyrest mattress coils 

act independently because they are not wired together! 


Result — firmness over the entire mattress surtace. 
Firmness that yields only to varying body weight. 


This greater number of independently acting coils also lets 


Beautyrest conform to the many positions of posture springs without 
coils buckling or meshing when the mattress is bent. 


Another Beautyrest exclusive — *** Three-Star Crushproof Border 
with coils sewn directly to the border which has been 
reinforced with a heavily upholstered sidewall and inner roll edge. 


No side pull — edges last as long as the mattress. 
} 


Consider your budget. By comparison, Beautyrest, 


od 
PR 


the mattress built expressly for hospitals, will be your choice. 
See your hospital dealer, or write Simmons Company. 


"TRADE MARK REG U PAT OFF 


BEAUTYREST FOR HOSPITALS 


x 


+ 
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MADE ONLY 
BY SIMMONS 


MONS COMPANY 


MOSPITAL DIVISION 


Press down on an ordinary mattress. Although 
seems firm, it's because the big, wired-together 
cous pull laterally on each other, pulling the 
whole mattress mto a hollow. 


Now try the same test on «a Beanutyrest. Only 
one small, independently pocketed coud (the one 
you press) yields — the others remain upright 
to retam a firm matiress. 


BODY TEST 


The same results occur when the prtient lies 
on the ordmary mattress. Notice bow the big 
wwed-togetber coils pull each other down to 
cause “hammock sag.” 


Not so with Beautyrest! The far greater number 
of small cods act mdependently to give firm, 
level support that conjorms to body comtour. 


Chicago 54, Merchandise Mart 
San Francisco 11, 295 Boy 


New York 16, One Park Ave. 
Atlanta 1, 353 Jones Ave. N.W. 
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Air conditioning 


What are the advantages and disad- 
vantages of air conditioning operating 
sustes” 


First the disadvantages. These 
lie, as far as I have been able to 
find out, entirely in the cost in- 
volved. The prevailing practice in 
designing air conditioning for such 
suites is to exhaust entirely to the 
atmosphere the air returning from 
the operating rooms. This means 
that the machinery must be de- 
signed for an extremely heavy 
load since there is no recirculation 
of air. It also means a high oper- 
ating cost 

The thesis that air conditioning 
in any way increases the hazard 
of infection in surgical patients, 
however, has not as yet been 
proved, On the contrary, there are 
reports of work done at the Uni- 
versity of Chicago which indicate 
some evidence that a controlled 
humidity at a level of 55 per cent 
actually has some bactericidal ef- 
fects. The natural direction of air 
travel over the area of surgery is 
upward because of the heat of the 
operating lamp. The slow travel 
of air due to air conditioning could 
have little effect on this more 
local convection 

On the advantages of air con- 
ditioning the operating suite, 
much can be and has been said. 
First of all, it must be obvious 
that the surgeon cannot perform at 
his best efficiency if he is 
in an overheated room, par- 
ticularly when the light from the 
surgical illumination is bearing 
right down on his head. Second, 
there appears to be some shock to 
the patient when he is trans- 
ferred from the warm operating 
room to a cooler surrounding 
area. 

If the air conditioning system 
provides for controlled humidity 
and is well maintained so that it 
is In operation at all times and 
for several hours before opera- 
tions begin, the humidification con- 
trol factor does assist in control- 
ling static. All of the safeguards, 
including the installation of a con- 
ductive floor, conductive fittings 
on the gas machine and the con- 
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ductive sheeting recommended by 


the National Fire Protection As- 
sociation, still must be carried out 
Of course, they are more effective, 
usually, under tightly controlled 
humidity conditions. 

The recommended humidity lev- 
els for operating rooms is a 55 per 
cent relative humidity. Reports 
definitely prove that the triethy- 
lene glycol aerosol used for bac- 
teria control is much more effective 
at 55 than at any other relative hu- 
midity level. For further informa- 
tion on this subject, you may re- 
fer to “The Disinfection of Air,” 
an American Hospital Association 
manual.—-Roy HUDENBURG. 


Payroll policy 


What department of the hospital should 
handle the payroll and time records? 


Some hospitals have found it 
convenient to include the payroll 
in the personnel department, but 
the usual procedure is to have it 
in the business office. This is par- 
ticularly true in the larger hos- 
pitals. 

Procedures on keeping time also 
vary from hospital to hospital. It 
is customary for this to be done 
within various departments since 
it is scarcely feasible for one per- 
son or department to be responsi- 
ble for the time records through- 
out the hospital. The exception 
would be if you had to use time 
clocks. 

It is considered a good idea, 
however, to channel the time rec- 
ords through the personnel office 
before they go to the payroll 
clerk so that absences, sick leave, 
vacations, tardiness, and other 
data related to attendance can be 
recorded on each employee's per- 
sonnel record. This involves con- 
siderable clerical detail which can 
be avoided if your time records 
are designed to wind up in the 
personnel folder as a permanent 
record. In other words, the at- 
tendance record is an important 
part of the personnel records, but 
how that information gets to the 
personnel office depends upon the 
forms in use for recording time 
and reporting it to the payroll 
clerk.—-CORINNE OLSON. 


Linen service 


What factors should be considered 
when a hospital contemplates using a 
commercial laundry to take care of its 


linen supply” 


The growing proportion of hos- 
pitals operating their own laun- 
dries would seem to indicate that 
this practice is more economical 
or at least more satisfactory from 
other standpoints. One very costly 
part of a commercial linen serv- 
ice is loss of linen, and it usually 
is easier to control if the linen ts 
processed within the hospital. A 
second disadvantage is the lhoss of 
tensile strength. Generally, the 
formulas used commercially to 
wash linen are more destructive 
than those used in hospital laun- 
dries. 

Commercial service does not 
necessarily mean lower costs, be- 
cause linen sent out of the hos- 
pital requires considerably more 
checking and recording. The usual 
staff for gathering and distribu- 
ting also must be maintained. 

The variation in hospital costs 
between regions and the circum- 
stances under which a _ contract 
with a commercial concern can be 
made will, of course, influence 
your choice of service. If you have 
accurate cost figures on your own 
operation, it should be compara- 
tively simple to balance them 
against contracts offered to you. 

If you choose commercial laun- 
dry service, I suggest that you ar- 
range in your contract for use of 
formulas which will ensure a 
minimum loss of tensile strength, 
protection against loss of linen, 
and a steady flow of clean linen, 
regardless of whether or not the 
laundry may be especially busy 
occasionally with other work. 
Some hospitals have found that 
their linen must wait when a load 
of more lucrative business is to 
be processed. I also suggest that 
provisions be made for periodic 
bacteriological tests and _ tensile 
strength tests. 

Having done all this, if you do 
award a commercial contract, I 
would also suggest that you do not 
completely dismantle until you 
have had prolonged and _ satis- 
factory experience. — LEONARD P. 
GoupDy. 


Press relations 


What policy should a hospital maintain 
when a patient's wishes, in police cases, 
include withholding the information from 
the press? 
covered in 


This question is 
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SAVES TIME. 
cleaning 


NEW INSTRU-SAN CLEANS WITHOUT SCRUBBING, 
RINSES FREE, WON’T CORRODE, COSTS LESS 


| NOW remove dried blood, mucous, serums, plasma and pyro- 
~~ gens from instruments, glass and rubber goods with money-saving 
Instru-San Instrument Cleaner. Without scrubbing or brushing 
} | and without rinsing or wiping, polished metal or glassware 
is cleaned chemically and dries sparkling bright. Instru- 
| ments are simply placed in the Instru-San solution 
to soak for ten minutes. That's all that’s needed 
. . . $9 count the hours hospital personnel 
will save . . . imagine the extra jobs that 
they will have time to do. You'll make big 
savings from the start with low 


priced Instru-San. Investigate today! 


POWDERED INSTRUMENT CLEANER 


<> HUNTINGTON LABORATORIES, INC. 
Huntington, indiena Toronto, Conade 
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paragraph (c) in our Hospital- 
Press Code, which states in part, 
“In cases of suicide or attempting 


suicide or in cases where moral 
turpitude is involved, the hospi- 
tal .. will not make details 
public.” 


It is our definite feeling that 
the hospital's first responsibility 
is to its patients and that the 
newspapers, much as we value 
their influence and support, must 
be considered secondary in cases 
of this kind. Probably there is one 


person at the newspaper who is 
a regular contact; take the prob- 
lem up seriously with him or 
with the editor; tell him frankly 
that you are trying to satisfy both 
patient and press and that much 
as you would like to be able to 
give him and his reporters all the 
information they want, you feel 
obligated to protect your patients. 
Tell him that in future, you would 
like to be able to refer reporters 
to the police department where 
they could get the same informa- 


“Za 


NO RADIO NOISE © PLEASED PATIENTS! — 


HAPPIER NURSES STEADY 


PILLOW RADIO SERVICE 


"THE DAHLBERG COMPANY » 2730 West Lake St, Minneapolis 16, Mini 


Manutacturers of Dahlberg Contr 
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. Hospital Pillow ‘ 


tion you could give, but without 
endangering the hospital's posi- 
tion with the patient. 

The editor should be able to 
appreciate your position in this 
kind of situation, particularly if 
your relationship with the news- 
paper has been a sound one and 
he knows you sincerely want to 
be cooperative.—-ANN S. FRIEND. 


Private offices 
What should be a public hospital's pol- 


icy concerning the rental of space within 
the hospital for use as private offices by 
physicians and surgeons? 


This is an area where the laws 
applicable to your state and coun- 
ty should be consulted thoroughly 
and carefully. You should con- 
sider, first of all, whether or not 
the law permits you to rent space 
to private physicians to pursue 
their practice for profit. You also 
should consider whether or not ob- 
jections may be offered by tax- 
payers or other interested groups. 
If the occupancy of space in the 
hospital confers advantages at the 
expense of other competing spe- 
Cialist physicians, then the possi- 
bility of an objection from that 
quarter should also be considered. 
Policy should be governed by local 
laws and these should be exam- 
ined by the hospital’s attorney be- 
fore the policy is put into effect.— 
Dr. CHARLES U. LETOURNEAU. 


Physician partnerships 
We have a situation in our hospital 
where two doctors have formed a partner- 
ship. When a patient is admitted, he is 
assigned to these doctors jointly instead of 
just to one of the doctors. Some changes 
are being made in the rules and regula- 
tions of the staff, and one of them is: 
“Patients will be assigned to one phy- 
sician. The staff physician will be respon- 
sible for the patient's medical record.” 
There has been some objections to this 
ruling made by these doctors who are in 
partnership, indicating that if it goes into 
effect, it might terminate their partner- 
ship, which is not desired. Should this 
ruling be allowed to affect the partnership 
of the two physicians? 


There is no objection to having 
a patient assigned to two physi- 
cians who are in partnership. You 
could overlook the situation here 
and consider the partnership as in- 
dividual responsibility, so to speak. 
You also could designate one of the 
two physicians to be responsible 
for the patient. I do not think it 
would be wise to apply the ruling 
so strictly that it would dissolve a 
good partnership.—-DrR. MALCOLM 
T. MACEACHERN. 
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Research focuses 70,000,000 electron-volts on cancer 


A midget 60-kv Coolidge tube for dental radiography 
. a 70-mev synchrotron for cancer therapy ... a 
100-mev betatron or a 300-mev synchrotron for physi- 
cal research... or the ductile tungsten and hot cathode 
that made them possible — these are typical products 
of General Electric research. 
It may take months or years of commercial develop- 
ment before a project of GE’s world-famous Research 


Laboratory in Schenectady reaches the production line 
at GE’s X-Ray Department in Milwaukee. But when 
it does... 


You can put your confidence in — 


GENERAL @@ ELECTRIC 


a* 
ae 
& 
3 
J 
2 
4. 
* 


id Cortisone therapy in rheumatoid 
arthritis is a clinical fact. . 
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A statement from The Upjohn Company 


e are now producing cortisone from abundantly 
\ available materials, such as yeast, Mexican yam 


and soybeans. 


Years of work in the adrenal cortex field by our 
research people led to this discovery. The simple 
methods they have developed will also enable 
us to make other cortical steroids from these 


same materials. 


This new process should permit lower prices 


as our production increases. 


Upjohn Cortisone Acetate Tablets, 25 mg. are 
available in bottles of 20 tablets. 


Upjohn 
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WARE 


— steel 


for Heavy Duty 
Service 


To HOSPITAL administrators, the decisive advan- 
tage of clinical Polar Ware is its long life expectancy 
-—— probably the lowest cost year after year deprecia- 
tion that you can find. 

Not only is clinical Polar Ware practically inde- 
structible . . . you need spend little time with it. 
Antiseptics, medicines, soaps, detergents, high tem- 
peratures or cold do it no harm. There are no wash- 
ing worries either — Polar Ware's seamless construc- 
tion provides an extra measure of assured sterility. 
Its hard, dense surface retains its luster indefinitely, 
will outlast any other material. And because stain- 
less steel is recognized everywhere as being ‘‘mod- 
ern” and “the finest,” you can be certain clinical 
Polar Ware gives patients a positive mental attitude, 
and the favorable impression of your hospital that 
you want them to have. 

As the pioneer producer of institutional stainless 
utensils, Polar Ware offers you hygienic seamless 
construction, functional designs, and a complete line 
that has long been performance proved. A nation- 
wide network of distributors helps give you the 
fastest possible service. Ask the supply men who 
call on you. You'll find the best of them carry 
Polar Ware. 


Polar Ware Co. 
complete Polar Ware line 
LAKE SHORE ROAD - SHEBOYGAN, WISCONSIN Ger the 
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Mercer Hospital, Trenton, N. J., showing Maternity Building left, erected 1927, Administration Building right, erected 1990. 


Start with the worst to gain the most 
1895 ... 1927... 1980. . . These were the 


years in which the three principal buildings of 
Mercer Hospital were erected. Of course, heat- 
ing modernization came up for consideration. 
Naturally, the 1895-built original hospital build- 
ing was the worst, with uncomfortable overheat- 
ing and constant steam waste from the obsolete 
one-pipe system. 


“Start with the worst” is a settled principle of 
Webster heating modernization work. As the 
expense of change-over to a two-pipe system was 
out of the question, the solution prescribed was 
installation of a special Webster Moderator 
Control with pulsating flow. 


During “on” intervals steam is sent to the radi- 
ators at a pressure difference determined by 
outdoor temperature. Periodic “off” intervals are 
used to withdraw accumulated condensation 
from radiators. Special orificing and special large 
capacity air valves are used. (Incidentally, 
Webster one-pipe controls are saving steam for 
more than 156 Webster customers.) 


Next on the list was the Maternity Building (on 
left in illustration). This was easier with a two- 
pipe vacuum system installed when the building 
was erected in 1927. Control-by-the-weather with 
a standard Electronic Webster Moderator System 
was added. Radiators were orificed. 


Now, a third step is underway. A Webster Mod- 
erator System, with control-by-the-weather and 
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HEATING MODERNIZATION 


orifices in convectors, is being added to the 
vacuum system which has served the Administra- 
tion Building, at right in the illustration, since 
its erection in 1990. 


Commenting on the program, Edward Schumm, 
Mercer Hospital Chief Engineer said that most 
hospitals are too hot — with excessive window 
opening — or too cold. He finds that the Web- 
ster Moderator System reduces the over-heating 
and sharply reduces the amount of unnecessary 
window opening. The result is greatly increased 
comfort combined with reduction in heating 
costs. 


Does your hospital building over-heat? Do you 
need a heating modernization program? Webster 
Representatives will assist you in planning a 
program. 

Address Dept. HO-7 
WARREN WEBSTER & COMPANY 


Camden 5, N. J. Representatives in Principal U. S. Cities 
In Canada, Darling Brothers, Limited, Montreal 


F WEBSTER 


MODERATOR. 


SYSTEM 


“OF STEAM HEATING 


“Controlled by the weather” 
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Vasorelaxation Through Central Action... 
Along Established Physiologic Channels 


Veriloid 


Supplied in |, 2, and 3 mg. 
toblets. Average dose, 9 to 
15 mg. daily, in divided dos- 
oge three times daily, every 6 
to 8 hours, preferably after 
meols.. 


Veriloid-VP 


Veriloid, 2 mg. and pheno- 
barbital, 15 mg., per tablet. 
Valvable when sedation is re- 
quired. Average dose, one 
tablet four times doily after 
meols and at bedtime. 


Veriloid-VPM 
Veriloid, 2 mg., phenobarbital, 
15 mg., ond mannitol hexani- 
trate, 10 mg., per tablet. Pro- 
vides the odded vosorelaxont 
action of mannitol hexzoanitrote. 
Dosage some os thot given for 
Veriloid- VP. 


An outstanding feature of the hypotensive action of 
Veriloid is its central action, effecting vasorelaxation by 
impulses traveling along physiologic channels to the 
arteriolar musculature. Thus it does not interfere with 
ganglionic function and allows continuous operation of 
postural reflexes so essential for normal activity. 

Veriloid, a unique ester alkaloidal fraction (generically 
designated alkavervir) of Veratrum viride, is specifically 
indicated in all grades of essential hypertension. Biologi- 
cally standardized in dogs for hypotensive potency, its 
pharmacologic uniformity makes for a more dependable 
and a more profound hypotensive response. Through 
careful dosage regulation, around-the-clock depression of 
blood pressure is possible for continued control of the 
disagreeable symptoms of hypertension. 


RIKRER LABORATORIES, INC. 
8480 Beverly Boulevard, Los Angeles 48, Collif. 


NOTE THESE 12 IMPORTANT FEATURES 


| Uniformly potent; constancy of pharma- 
cologic action permits exactitude in dosage 
calculated in milligrams 


6 Cardiac output is not reduced ... 


7 No compromise of renal function... 


A unique process of manufacture produces 
: a tablet which dissolves slowly, thus assures § Cerebral bk ow is not decreased 


Veriloid absorption and action over a con- 9 


siderable period 


Moderates blood pressure by vasorelaxant 
action independent of vagomotor effect . . . 


Tolerance or idiosyncrasy rarely develops. . . 


10 Hence can be given over long periods in the 
aim to arrest or leasen progression of hyper- 
tension ... 


4 No ganglionic or adrenergic blocking . . . 


5 Lability of blood pressure, so important in 


Well tolerated in properly adjusted dosage; 
Il does not lead to 


meeting the demands of an active life, is not 
interfered with, no danger of postural hypo- 12 Produces a prompt and sustained drop in 


tension .. 


blood pressure in all forms of hypertension. 
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ONLY THE FINEST PRODUCTS 
BEAR THIS NAME 
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PHARMASEAL LABORATORIES. 


Glendale 1, California 


Subsidiary of 
DON BAXTER, INC. 


PHARM \ 
= Your assurance of the 
a maximum in quality 
research, 
ano integri 


NEW PH 


For intravenous administration of 


anesthetics, and for administration of 
blood to infants. Approximately 15” 


long—sterile, nonpyrogenic, ready- 
for-use —Molded nylon tight-fitting 
male and female Luer connectors. 


PRICED LOW FOR EXPENDABILITY 


PHARMASEAL”® 
TUBES FOR NASAL INTUBATION 


K-2R Kaslow® Plastic Radiopaque K-3 Kaslow Plastic Stomach Irrigation 
Gastrointestinal Tube...approximately 10’ Tube. Double lumen... for stomach irriga- 
long... for intubation of the bowel. tion or for use as a gastroenterostomy tube. 


K 10 Kaslow Plastic Stomach Tube (Levin K-20 Pharmaseal Plastic Oxygen 
type). Inexpensive, disposable, easy to use. Catheter...expendable, nonirritating. 


NEST PLastic TUBES AVAILABLE YET THE COS* 


OTHER PHARMASEAL PRODUCTS 


QUALITY SOLUTIONS , DETERGEX... 
im VIALS Cleans surgical ond 
laboratory equipment - 
removes pyrogens 


ALL PHARMASEAL PRODUCTS ARE AVAILABLE THROUGH SURGICAL SUPPLY DEALERS 
PHARMASEAL LABORATORIES - 1015 Grondview Ave., Glendale 1, Calif. 


Subsidiary of 
DON BAXTER, INC. 
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@ In the hospital world the trade 
mark “Ideal” commands respect, con- 
fidence and admiration 
for advanced design, fine 
precision workmanship, 
limitless durability and con- 
sistent satisfaction in use. 
The contribution that 
Ideal makes to nutritional 
therapy, and to economy of 
food, labor and time are rea- 
sons why Ideal equipment is 
found in foremost hospitals. 


Because of its universal 
preferment by outstanding 
hospitals, the Ideal Food 
Conveyor has become an ac- 
cepted symbol of fine hos- 
pital administration in all 


Made only by the 
SWARTZBAUGH MANUFACTURING COMPANY 
Established in 1884— Toledo 6, Ohio 


Distributed by the Colson Corporation, Ohio; The Colson 
Equipment and Les and Francisco, 
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@ The first hospital Food ConveyoF 
was an Ideal. 
@ The first electric hospital Food ' | 
@ ideal builds the only special Diet 
Tray- \ 
AT de 
@ ideal Food Conveyors embody partments. 
many exclusive features whieh com a La 
tribute directly better feeding 
and reduced cost. Lee | 
@ ideal leadership is based on vast ® 
experience in the specialized field 
pital equipment- AL 0 VIPMEN 
@ Write for complete data about Ideal 4 H | A oneal ws Fotomecd! T 
Food Conveyor» Ideal Tray all 
yeyors, {deal Hot Pack Heater® 
33 
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MODEL A.L.M. 13 


Floor Maintenance Machine 


Machine 


13 inch brush spread... 


\  Riding-on-head 
construction. 


for scrubbing, polishing, 
steel wooling, disc sanding, 
buffing, all types of floors. 


It's a beauty any way you look at it! Smart modern 
styling ... mew economy and efficiency... easy Operation 
for scrubbing, polishing, steel wooling, disc sanding and 
buffing all floors ... wood, tile, asphalt, concrete, rubber, 
terrazzo or marble. Ideal for jobs requiring easy 
portability and reduced weight. G.E. heavy-duty 


motor. Brush speed 172 r.p.m. 
American-built 


dependability. 


Has removable handle for easy carrying or storing. 
Handle can be rotated so built-in trailing wire will be 
on either side of operator desired. Handle automatically 
adjusts to proper height for tall or short operator. 
Safety-type bar switch on handle stops machine instantly 
when operator releases grip. A low tension spring in 
bar switch eliminates hand fatigue. Attachments can 

be put on or taken off in seconds—no tools necessary. 
Built for long life! 


The American Floor Surfacing Machine Co. 
$96 So. Sct. Clair St., Toledo 3, Ohio 
Without obligation, send latest catalog on the 
following: 
New American A.L.M. 13 Maintenance Machine 
American DeLuxe Maintenance Machines 
Complete Line of American Floor Finishes 
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the NIGHTINGALE puts within the patient's reach practically evenyiiae 
he needs for comfortable convalescence. There’s wonderful storage space 

for personal articles... ‘‘make-up” tray and mirror... bookrest... 

electrical outlets for radio or razor... convenient adjustable lamp. 
Convenient storage, too, for the patient's medical supplies. 
Out of sight, but close at hand, are bedpan, urinal, emesis basin; 
wash basin, soap dish, toilet tissue and disposable waste bag. 
The patient serves himself, enjoys his independence, frees the nurse " 


+ 

Tr, 


Write tor your copy of the 
NIGHTINGALE Brochure today 
- «» it tells the complete story 


ar nmi 

(GENERAL OFFICES - EVANSTON, ILLINOIS 


4 
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Psychiatric Word of Fresno County General 
Hospital, Fresno, Californic 
Architect: 

Dovid H. Horn & Marshall D. Mortiand Fresno 

Contractor: 
i Dahs Construction Company, Fresno 


INSIDE... OUTSIDE 


New Fenestra* PSYCHIATRIC PACKAGE WINDOWS 


make bars unnecessary .. . increase safety! 


No “barred-in” feeling with these modern, new 
Fenestra Psychiatric Package Windows. They look 
like the beautiful Fenestra awning-type windows 
you've seen in modern hospitals, schools, homes 
and restaurants. 

Their extra security is in their design and their 
screens. The Fenestra Psychiatric Package Window 
includes the graceful awning-type steel window 
with smooth-working operator and removable 
bronze adjuster handle . . . and your choice of four 
types of flush-mounted inside screens: DETENTION 
SCREEN for maximum restraint...the tremendously 
strong mesh is attached to shock absorbers built in 
the frame; PROTECTION SCREEN Of SAFETY SCREEN 


for less disturbed patients, or INSECT SCREEN. for 
general and administrative sections of your hospital. 

No sills to climb on, no sharp corners. No way 
for patients to get at the glass. All-weather ventila- 
tion, operated without touching the screen. Washed 
inside and outside from inside the room. 

To eliminate maintenance-painting, Fenestra 
Windows are available (on special order) Super 
Hot-Dip Galvanized, from America’s only plant 
especially designed for hot-dip galvanizing steel 
windows . . . Call your Fenestra Representative, or 
write Detroit Steel Products Company, Department 
H-7, 2292 East Grand Boulevard, Detroit 11, 


Michigan. 


Fenestra PSYCHIATRIC PACKAGE WINDOWS 


Steel Window - Steel Casing + Screen « Operator 
Removable Bronze Adjuster Handle 
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Easy, palatabl 
asy, palatable 


Swift's Strained Meats, just like the 
original Swift's Meats for Babies. They 
are an excellent source of biologically 
valuable proteins, B vitamins, and food 
iron—and they are low in fat content. 


opprecialt - 


Palatable Swift's Strained Meats, when 
they need a high-protein, soft diet— 
such as in geriatrics feeding, ulcer 
management, pre- and post-operative 
care. 


Nurses weleome — 


Swift's Strained Meats in hospitals, 
nursing or convalescent homes, and 
other institutions, because these meats 
are so convenient to serve. The indi- 
vidual particles are strained fine enough 
even for tube feeding! 


eostt - 


With Swift’s Strained Meats, because 
these meats are expertly prepared and 
ready to serve. And the new econom- 
ical /2-ounce size saves time, and cuts 
labor costs even further in the special 
diet kitchen, 


way to add 


protein to 


special diets 


BEEF 


PROTEIN SPECIAL 


All nutritional statements in this advertisement 
accepted by the Council on Foods and Nutntion 
of the Ameriwan Medial Association. 


7 VARIETIES 


BEEF LAMB PORK VEAL LIVER 
HEART * LIVER AND BACON 


SWIFT & COMPANY 


Swift & Company 


Name 
Dept. RL2, Chicago 9, Illinois - - 
Send me free booklet on uses and costs of Hosfatal or Institution 
Swift’s Strained Meats in the new 12-ounce 
institutional size. Address as 
Your representative may call on me. 
City «one State 
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How to avoid false economy when you 


build your new hospital 


BCONOMIZE, this hospital board 
has just voted wos to install Individual 
Room Temperature Control in the new 
hospital they are planning to build. 

It the board had all the facts, they 
probably would reconsider their so- 
called economy move—for later on, it 
is going to prove expensive. And 
heres why! 

Today, in many hospitals, it 1s al- 
ready routine medical practice to give 
each patient the exact room tempera- 
ture he needs. And you can do this 
omly with Individual Room Tempera- 
ture Control. No other method can 
compensate for the varying eftects of 


wind, sun, open windows and varia- 
tions of internal load in each room. 

Since that is true, it's wise to install 
Individual Room Temperature Control 
when your hospital ts being built, when it 
only costs ‘2 to 1% of the total expen- 
diture. Doing it later, as a moderniza- 
tion project, is sure to cost substantially 
more money. 

For complete facts on Honeywell 
controls for your hospital, call your 
local Honeywell office—there are 91 in 
key cities throughout the nation. Or 
for literature, write Honeywell, Dept. 
HO.-7-161, 351 E. Ohio Chicago 


Honeywell 
Fiat 


Only thermostat specially 
designed for hospitals! 


No other thermostat offers 
hospitals all these features: 
Nite-Glowimmng dials” permit inspection 
without disturbing patients. 
© Magnified numerals make readings easy 
to see. 
© New Speed -Set control knob is camou- 
flaged against tampering. 
© Air-Operated; requires no electrical con- 
nections. 
@ Lint-Seal insures trouble-tree and depend. 
able operation. 
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Monel Dressing Sterilizers in the Sherman 
Hospital, Sherman, Illinois. The two 20” x 
36” sterilizers are THERMATIC controlled 
with a recording thermometer. These two 
and the 16” x 24” model are recessed for 
easier room cleaning and maintenance, a 
problem you never have to worry about 
with the all-Monel sterilizers. 


The job is done better in a sterilizer...made 
of Monel®! 

Why Monel? 

Because Monel has the qualities so neces- 
sary to stand up under rugged operating 
conditions, day in and day out, for years 

-and years. 

Monel is strong and tough...stronger and 
tougher than structural steel. It can with- 
stand the high operating temperatures and 
pressures and rough treatment of constant 
use. 

Monel resists corrosion. Steam, acida, al- 
kalies and the many other hospital corro- 
sives which might be spilled on its surfaces 
cannot harm Monel. It will not rust... will 


When you turn on the HEAT — 
y Monel is long wearing. Being solid, it 


cannot chip, craze, crack or peel. And be- 
and put on the PRESSURE... cause the “surface” extends all the way 

through the metal, no amount of cleaning, 
even with mild abrasives or detergents, can 
wear away Monel’s good looks. Monel steri- 
lizers are always easy to keep spotlessly 
clean, bright, shiny and new-looking. 


No wonder the Wilmot Castle Company 
selects Monel for their Dressing and Instru- 
ment Sterilizers. And no wonder modern 
hospitals like the Sherman Hospital in Sher- 
man, IIL, and the Kitchener Waterloo Hos- 
pital, Kitchener, Ontario, Canada, specify 
equipment... made of service-giving Monel. 


If you'd like more detailed information 
about Wilmot Castle’s complete line of 
Monel-equipped sterilizer models, write to 
the Wilmot Castle Company, Rochester, 
New York. 

Remember, however, that because Monel 
is on extended delivery, it pays to order 


Monel Instrument W asher Sterilizer (4150) 


and a Hi-Speed Monel Emergency Seriliz- 
er (71220-EC) installed in the Kitchener 
Waterloo Hospital, Ontario, Canada. Note 
their bright, sparkling appearance. Inside 
they're equally spotless and hygienically 
clean .. . because they're made of Monel. 
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Monel equipment well in advance. Antici- 
pating your requirements will greatly im- 
prove chances of delivery in time to fill your 


needa. 


The International Nickel Company, Inc. 


67 Wall Street, New York 5, N.Y. 


MONEL...for better sterilizer service 
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: These long-wearing jaws quickly pay for themselves 

__ by greatly reducing repair and replacement costs. This 

: is true because their tooth-sharpness is retained many 
times longer than the softer type.* In addition to econ- 
omy, these jaws provide your surgical staff with the 
utmost in suturing efficiency. 


There is no substitute for the exceptional quality and 
careful workmanship found in these custom-made 
needle holders. Order now for immediate delivery. 


See Your Nearest Hospital Supply Dealer 


SNOWDEN Instrument Co. 


LOS GATOS, CALIFORNIA 
Founded 1929 


ma Needle Turning 


Last... 


ELIMINATED ! 


PATENT NO 


Solve this with the Original 
OCHSNER “Diamond Jaw” Needle Holder 


_ Genuine OCHSNER “Diamond Jaws” Installed in Your Present Needle Holders - - $18.50 per pair 


OCHSNER “Diamond Jaw” 


Needle Holder 
Saumgertner. $24.50 $28.60 
24.50 Messen... 102"... 28.95 


* If you need a softer jaw for special pur- 
poses, we can supply this type at $15.90 up. 
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HOW TO FIGHT 


CROSS-INFECTION 


IN THE NURSERY 


hampaine 


umme!| 
BASSINET 


Complete isolation with individ- 
ual telescoping dressing table, 
bath, medicant and linen storage 


Improved Individual Care — 


All the baby’s needs in one unit 
greater asepsis and less handling = 
movement of the infant. 


Increased Nursery Efficiency — 


The stainless steel maaan dressing table 
and storage cabinet rolls in and out from 
under the basket to save time and motion. 


OPERATING 


STESL 
OPERATING RC 


Greater Nursery Capacity — 
Compactly constructed (42” high x 20” Manufacturers of 

wide x 31” h ) the Hummel Bagsinet @ Complete Line of wuRSERY 

helps to provide more usable space in Physicians’ and Hospitel WOSPITAL CARTS — 
the nursery. tquipment NURSES STATION 


Look to Shampaine for All Your Bassinet Requirements — in 
Standard Models or Specially Built To Your Specifications, 


AUTOPSY 800m 
MENT 


Write For Complete information 
1 800M 
SHAMPAINE COMPANY, DEPT. V-7 NITURE 
1920 South Jefferson Avenue 1d t RECEPTION ROOM 
Se. Louis 4, Missouri c om a ~ v Pye mMITURE 
MOSPITAL 
My dealer i 
Name 
Address 
City Zone Srate 
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WE won't try to tell you that Ivory Soap 
was developed specifically for hospital use 
back in 1879. But if this had been our ob- 
jective, we could scarcely have produced a 
soap better qualified to serve hospital needs, 
as its wide institutional acceptance today 


attests. 


Two Ivory qualities have been chiefly respon- 
sible for the enthusiastic approval Ivory has 
won in your field -— its superb purity and its 
gentle cleansing action. Couple these with 
lvory's rich lathering qualities, freedom from 
irritating perfume, and its sheer attractive- 
ness, and you understand why it stands high 


in hospital esteem. 


Your patients, personnel, and visitors will 
And you can 


appreciate “Ivory Service. 
provide it without undue strain on your 


CINCINNATI, OHIO 


99 **...% Pure... It Floats 


@ Pure, gentle ivory Soop is available for 
hospital use in the widely. used 3 ounce 
size (Packed weight) os well as in four 
smolier sizes — wrapped or unwrapped 


. AMERICA’S MOST 

| FAMOUS SOAP FITS 

THE HOSPITAL PICTURE 
| PERFECTLY! 


| 


@ MORE DOCTORS ADVISE IVORY SOAP THAN ALL OTHER BRANDS TOGETHER! 
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GOOD DEEDS ano BAD WEEDS! 


| RHULICREAM is a new ointment containing 


circonum oxide for the alleviation of skin irritation 
from poison ivy, poison oak and insect bites; as well 
as other minor skin irritations. It also contains a 
local anesthetic and two analgesics. It will be used 


TWIN PRODUCTS FOR THE extensively this summer for preventing, as well as 


alleviating such skin eruptions. 
RAGWEED-AND-POISON-IVY 
TAGATHEN Tablets are a mild, effective, anti- 
SEASON... histaminic medication for oral use, that have proved 


useful for hay fever, urticaria, and allied symptom- 


atology, and are prescribed by many physicians. 


MAINTAIN YOUR HOSPITAL PHARMACY 


bei U a | ie R A MV STOCKS OF THESE TWO PRODUCTS FOR SUMMER 


AND FALL OUTPATIENT CLINIC USE! 


ANALGESIC-ANESTHETIC 
RHULICREAM Anolcesic-Anesthetic Lederle 


Tubes of | ounce. 


Lederle) TAGATHEN Chicrothen Citrate Tablets Lederle 
25 mg.—Bottles of 100 and 1,000 


*Trade-mork 
**Reg. U. S. Pat. OF. 


TAG AT | 


CHLOROTHEN CITRATE TABLETS 


LEDERLE LABORATORIES DIVISION 


AMERICAN Cyanamid COMPANY 


SO ROCKEFELLER PLAZA @ NEW YORK 20, WN. Y. 
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... the 44 patients who represent each of the many conditions 
for which short-acting NEMBUTAL is effective. 


IF YOU'VE TRIED short-acting 
NEMBUTAL tn no more than a tew of its 44 
uses, the advantages would sull be apparent. 


You would already know, for example, how 
adjusted doses of short-acting NEMBUTAL 
can achieve any desired degree of cerebral 
depression, trom mild sedation to deep 
hypnosis 


You would be tamiliar with the rapid onset, 
the bret duration, the rare incidence of 
cumulative ettect and “hangover”. 


And, more important, you would know that 
short-acting NEMBUTAL’s smaller dosage— 
only about Aa/f that required by many other 
barbiturates—results in less drug to be in- 
activated, marked clinical safety, definice 
economy to the patient. 


(PENTOBARBITAL, 


For turther information, why not write for 
your copy of the new booklet, "44 Clmical 
Uses for NEMBUTAL’. Just address a card 


to Abbott Laboratories, Obbott 
North Chicago, Illinois. 


In equal oral doses, no other barbiturate 
combines QUICKER, BRIEFER, 
MORE PROFOUND EFFECT than... 


Nembutal 


ABBOTT) 


They'd make 
uite a family reunion... 


OF 
WEMBUTAL'S 
CLINICAL 
USES 


SEDATIVE 


es culer 
Mypertension 

Coronory diseose 

Angina 

Decompenseation 
Peripheral vascular disease 


Hyperthyroidism 

Menopovse 

Weusee and 

Functional of organic diseose 
locute gostro:ntestino! 
and emotional) 

X-roy sickness 

Pregnoncy 

Motion sickness 


Sposm of biliary troct 

Spesm of colon 

Peptic vicer 

Colites 

Biliary dyskinesia 

Alter gnc Disorders 

To combet stimulation of 
ephedrine elone, etc. 


Coatrel Herveus System 
Paralysis ogitons 
Choreo 

Mystere 


Delirium tremens 
Mona 


Tetonus 
Strychnine 
Eclampsio 

Stetus epilepticus 
Anesthesio 
wYPROTIC 
Induction of Sheep 
OOSTETRICAL 
Weviee end 
champs ie 

Amnesia 

SURGICAL 


Administration of porentera! 


ds 
Electroencepholography 
Minor surgery 


Preoperative Sedation 
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Preeperetive 
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the B-D ASEPTO” 
RUBBER-ELASTIC 
BANDAGE in a new 


balonced weave 


for EASY STRETCH 


GREATER STRENGTH 


FIRM BODY 
DURABILITY 


Supplied, unwrapped, in boxes 


of | dozen of a size in widths 


of 2”, 2%", 3”, 4”, ond in 


boxes of dozen in” widths. 


RUTHERFORD, N. J. 


une 


, DICKINSON AND COMPANY | 
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Hides. tademark reg. 6 Canada 


dex’ 


to 0, good, Mash 


Infants on Hidex formula are off to 

a good start because this high dextrin 
mixed carbohydrate milk modifier prevents 
excessive fermentation, gas formation 

and diarrhea. If digestive disturbances 
(colic, diarrhea) have developed with other 


fermentable carbohydrates, a return 


to normal can be achieved quickly 
by substituting Hidex. 


A small amount of iron in Hidex 

(S mg. per oz.) in the form of Fergon®— 
excellently tolerated, absorbed and utilized 
form of iron — prevents negative iron balance 
and development of hypochromic anemia. 


High Dextrin (83%) 
Mixed Carbohydrate Milk Modifier 


83% dextrin, 7.5% dextrose, 
7.5% maltose and 5 mg. (per 
ounce) of iron, as Fergon.® One 
level tablespoonful equals 28 
calories and | oz. (4 level 
tablespoonfuls equals 112 
calories. 


Supplied in tins of 1 lb. 


Stearns 


NEW YORK 18, N.Y. © WINDSOR, ONT. 


Fergon, trademark reg. U.S. 6 Canada, brand of ferrous gluconcte 
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What Do Hospitals Want Most 
in an Adhesive Plaster? 


(THE RESULTS OF A SURVEY AMONG 1,007 LEADING HOSPITALS) 


@ Write fora FREE 
spool of Pro-Cap. 
Prove Pro-Cap to 
yourself on each 
of these 5 points. 
Make the patch 
test for skin irri- 
tation. You'll 
never go back 
te ordinary 


Prove it to Yourself —Judge Pro- adhesive plaster. Leave on 48 hours— 
Cap on the 5 qualities hospitals want seethe difference! Prove it to yourself! 
most in an adhesive plaster. Prove it Write for Clinical Proof —Write 333353322: 
to yourself on the irritation count. If fo» copies of published medical papers 55333332322 ; 
you are allergic to plaster, make a side- testifying to the action of the fatty Siig 

by-side patch test on your forearm acid salts found exclusively in Seam- 

using Seamless Pro-Cap and anyother less Pro-Cap. 
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SEALS 


ing a wasteful, inconvenient, time- 
consuming and questionably 
scientific method of sealing and 
handling your supply of surgical 
solutions... and routinely check- 

the sterility of contents during. 
long storage periods without 


breaking the hermetic seal 


wry 


Air vent open 
allows escape of 
steam during 
sterilization 


, Supply Conservation . . . provides dustproof seal for re- 
* maining fluid when only partial contents of a container are used. 


, Supply Conservation .. . eliminates need to utilize gauze, 
* cotton, paper, string or tape to effect makeshift seal of question- 


| able efficiency. 
"Top of rubber collar depressed hir vent closed 
| Produces the PRIMARY vacuum seal produces the 3, Supply Conservation .... reduces possibility of breakage or 


SECONDARY 
vacuum seal. . chipping damage to lips of Fenwal containers. 


AT 4. Supply Conservation .. . POUR-O-VAC SEALS” are re- 


usable ... may be sterilized repeatedly . . . interchangeable for 
use with 500, 1000, 1500, 2000, 3000 ml. FENWAL containers. 


*A product of Fenwal Laboratories, Inc. 


ORDER TODAY or write us for detailed information 


CONTENTS POUR 
Hi 


FROM A MACALASTER BICKNELL COMPANY 
STERILE LIP 4 243 Broadway Cambridge 39, Massachusetts 


SOLUTION DESIRED AT THE INSTANT REQUIRED 
SYSTEM 


THE 


THE 


- 
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HOSPITALS 


The excessive use of 


Admitting patients to hospital for 
diagnosis only. 


Complete work-up done after pa- 
tients are admitted rather than be- 


fore. 


Using hospital for procedures thot 
can be performed at home or in 
doctors’ offices. 


Over-usage of drugs and medica- 
tions. 


Over-usage of laboratory tests. 


Admitting patients too late in the 
day to allow work-up and laboratory 
tests. 


Delayed test reports and delayed 
discharge of patients. 


Insufficient review of house orders. 


. Excessive number of expensive go- 
home prescriptions. 
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Blue Cross benefits 


KENNETH 8. BABCOCK, M.D. 


N THE PAST several years, particularly since Blue Cross 
began expanding at a rapid rate, it has become endangered 
by abuses which have caused excess utilization of its benefits. 
Specifically, such factors as unnecessary admissions, unnec- 
essary use of diagnostic and treatment aids and unnecessarily 
long length of stay, have brought this about until today the 
danger is very real and widespread. And as additional hos- 
pitals are completed and more hospital beds are made avail- 
able, the problem of excess utilization can become of even 
greater concern. 

In analyzing the situation, we find that abuses of Blue Cross 
stem from four major sources: Physicians, hospitals, patients 
themselves and Blue Cross itself. In many instances, there 
is overlapping, for the existence of any abuse implies that 
at least two of the parties mentioned are guilty. But for 
easier understanding, the abuses will be considered under 
the separate divisions. 


1. THE PHYSICIAN 


The attending physician is the most intimately involved, 
for it is he who decides whether or not the patient is to be 
admitted to the hospital, what treatment he is to receive, 
and when he shall be discharged. 

At our hospital, an independent committee of five staff 
physicians audited charts for one month and noted the follow- 
ing criticisms of their own group: 

1. Admittances for purely diagnostic purposes only. These 
admittances could easily have had their investigative studies 
done either at doctors’ offices or as outpatients. Medical 
cases, such as allergy studies, anemias, colitis, gastro-intesti- 
nal upset and headache were the worst offenders. 

2. Patients receiving x-ray therapy or physiotherapy treat- 
ments in hospitals when they did not really require hospitali- 
zation. These were cases of hospitalization for convenience. 

3. Patients receiving prolonged pre-operative medications 
and treatment. This was usually done to conform with the 
physician’s operating schedule. Either the doctor was too 
busy to put the patient on the boarding when the patient 
was ready, and postponed it for his own convenience (es- 
pecially true if the patient was given a late boarding which 
might conflict with office hours), or the doctor delayed the 
case because he operated at that particular hospital only on 
certain days due to other hospital affiliations. 

4. Orthopedic patients with prolonged hospital stay even 
though they may be ambulatory. Some of these included a 
27-day banjo splint on a finger, and a walking cast for Potts 
fracture of the ankle. Their defense was present day socio- 
economic conditions, i.e., the patients lived in rooming houses, 
dormitories, or crowded homes. 
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5. Two odious abuses of overstay: 

a. Intestinal obstruction due to 
hemorrhoids. After the opera- 
tion, the patient was in the 
hospital 45 days. During this 
time, the man’s company tem- 
porarily went out on strike 
Thus, besides Blue Cross paying 
bill, he received 
$35 from unemployment in- 
surance. He said, “Why not 
stay in the hospital? I can draw 
money and get free meals.” His 
doctor had cooperated 

b. The second was an acute 
ulcer case which required 
“complete bed rest’ and “no 
visitors” written on the chart. 
But two lines below this re- 
quirement, the following was 
written: “Install telephone for 
business purposes. Allow sec- 
retary to visit for dictation 
purposes, not more than two 
hours in the morning and two 
hours in the afternoon.” And 
below this it said, “Allow pa- 
tient to be absent from hospital 
Thursday to go 
business pur- 


his hospital 


two hours 

downtown for 

poses.” 

6. Overusage of medications. As 
an example, one patient was kept 
on penicillin and an expensive 
vitamin preparation every four 
hours for 14 days. The cancellation 
of drugs by the physician had 
been overlooked. 

7. Unnecessary laboratory tests 
ordered. Slot machine diagnoses 
sometimes are made by staff phy- 
siclans who desire to make an im- 
pression. They order all the lab- 
oratory tests in the book, hoping 
one will come up with a positive 
result. This can be classified as 
either laziness or plain ignorance. 

8. Duplication of orders and 
tests on clinic outpatients. In these 
instances, the attending physician 
is either forgetful or doesn't know 
that this work had already been 
done prior to the patient's admis- 
sion. Poor work-ups before admis- 
sion also may be responsible for 
this abuse. 


il. THE HOSPITAL 


About 90 per cent of all hospital 
administrators are laymen. They 


Dr. Babcock is director of the Grace Hos- 
ital in Detroit. This article its adapted 
rom a paper presented at the Tri-State 
Hospital Assembly, Chicago, Apri] 1952 
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explain, “Who am I to investigate 
or criticize the medical staff for 
abuses.” It is the administrator's 
duty, nevertheless, to encourage 
the medical staff to investigate 
themselves. Here are some specific 
situations which all hospitals 
should try to alleviate: 

1. Late admissions, not allowing 
case work-up on the day of admis- 
sion, resulting in an extra day of 
patient stay. 

2. Delay due to bottlenecks in 
ancillary services in hospitals, es- 
pecially during late afternoons 
and weekends. 

3. Delay in reporting tests. How 
many times have we heard, “My 
doctor says I can go home when he 
sees the results of the x-ray and 
laboratory tests.”” Sloppy or slow 
reporting means a delay of one or 
two days. 

4. Delay in notification of dis- 
charge often results in an extra 
day of patient stay. 

5. Excessive drug expense be- 
cause of poor house orders. How 
long should a medication or treat- 
ment be given in a hospital with- 
out the order being rewritten? 

6. Routine house orders. Are 
they really necessary”? One hospi- 
tal I know of has a standing order 
for an electrocardiographic test on 
every admittance. In Michigan, a 
blood test on obstetrical patients 
before admittance for delivery in 
a hospital is a legal requirement. 
Yet almost all hospitals, even 
though this legal requirement has 
been accomplished, perform a sec- 
ond routine blood test on obstet- 
rical patients after they enter the 
hospital. 

7. The abuse of allowing expen- 
sive prescriptions to be taken 
home, at the expense of Blue Cross 
In most cases, these prescriptions 
could be purchased from a phar- 
macy after the patient is dis- 
charged from the hospital. 


il. PATIENTS THEMSELVES 
1. A typical case is the patient 
in for a herniorrhaphy who says to 
the doctor, “As long as I'm in here, 
how about an electrocardiogram 
to check my heart, or an x-ray 
picture of my stomach? Shoot the 
works, I have Blue Cross.” 
2. Another example is the pa- 
tient who is ready to go home 
Thursday, but says, “Doctor, my 


husband is working and we need 
the money to live on and to pay 
your bill. I have no one to take 
me home today and no one to look 
after me. Can't I stay until Satur- 
day when my husband isn't work- 
ing’? It doesn’t cost me anything— 
I have Blue Cross.” 

3. The attitude of John Q. Pub- 
lic: “I have been paying into Blue 
Cross for three years and never got 
a cent out of it. Why can’t I go to 
the hospital, where it won't cost 
me anything, to have some tests 
made?” 

If the doctor says “no” to any 
of these three cases mentioned, he 
makes the patient angry and per- 
haps loses him; if he says “yes,”’ he 
is taking one step forward in kill- 
ing the goose that is laying the 
golden egg. 


IV. BLUE CROSS ITSELF 


Even Blue Cross is guilty, par- 
ticularly in two specific instances. 

1. Poor, or incorrect advertising. 
Typical of Blue Cross ads are some 
which, if they do not say so in 
words, strongly imply, “We pay 
your complete hospital bill.”” Then 
they cite a five or eight thousand 
dollar cash payment, and _ state 
further, “Blue Cross pays for all 
operating room charges, laboratory 
tests, electrocardiograms, etc., etc.” 
What they should, but do not say 
is, “You cannot come in for diag- 
nosis only.” “You can’t stay an 
extra day because you are sup- 
posed to get only those things 
which are absolutely essential to 
the specific diagnosis.” 

Under analysis, it appears that 
Blue Cross is trying to carry water 
on both shoulders—implying that 
the sky is the limit on the one 
hand, and asking both physicians 
and hospitals to put up barriers 
and restrictions to stop overusage 
and abuses on the other. 

2. Ineffective appeals to gov- 
ernmental agencies. Blue Cross is 
not helping hospitals enough in 
fighting to get costs from govern- 
mental agencies. One of the few 
truthful and worthwhile statistics 
in the recent article on hospital 
costs in the American Magazine 
was a quoted average loss per pa- 
tient per day of $4.60 on all gov- 
ernmental agency cases in non- 
profit general hospitals in New 
York. This loss runs into millions 
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of dollars per year in the United 
States and is subsidized by Blue 
Cross to the extent of coverage of 
its percentage of patients in such 
hospitals. Blue Cross must take 
greater interest in helping hospi- 
tals make government pay its 
share of the costs. 

It is obvious that we have a far 
greater problem on our hands than 
is seen at first glance. As a list of 
positive efforts to correct these 
problems, the following recom- 
mendations are long overdue: 

A restatement of the basic prin- 
siple of Blue Cross ... “an agree- 
ment with hospitals to take care 
of critical illnesses of their respec- 
tive clients and patients.” It is not 
an agreement to pay for diagnostic 
service and all tests desired by a 
patient. Blue Cross must watch 
very carefully, therefore, the ad- 
ding of extra benefits, such as office 
surgery, public health measures, 
special considerations, and others 
which, though possibly not expen- 
sive in themselves, imply psycho- 
logically to the public that the 
function of Blue Cross is the sub- 
sidization of all health costs. Spe- 
cific matters with which Blue Cross 


must educate, guide and help the 


physicians and hospitals are: 

1. Not admitting Blue Cross pa- 
tients for diagnosis only. 

2. Having a complete work-up 
done on patients before they are 
admitted. 

3. Not using hospitals for pro- 
cedures that can be performed out- 
side. 

4. Checking over-usage and 
over-medication of drugs. 

5. Checking over-usage of labo- 
ratory requests. Physicians should 
be encouraged to consult with the 
pathologist to determine which 
tests the patient should have. 

6. Changing the admitting hour 
to an earlier one. 

7. Staggering working shifts in 
ancillary services, especially x-ray 
and laboratory. 

8. Improving messenger service 
on reporting tests and discharges. 

9. Reviewing house orders. The 
hospitals could set a 48 or a 56-hour 
time limit on all medications, after 
which the order must be rewritten. 
A good hospital drug formulary in 
the hands of the house staff can 
save both the hospital and Blue 
Cross thousands of dollars. Routine 
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house orders for x-rays and EKG's 
should be forbidden. 

10. Refusing to allow large go- 
home prescriptions. No hospital 
pharmacy should dispense more 
than X number of tablets. 

Aside from encouraging these 
basic policies, Blue Cross can and 
should do more to improve its 
own operation. This might include 
hiring a physician to do missionary 
work among other physicians and 
hospitals on “Abuses of Blue 
Cross.” Another device could be a 
continuous education of both phy- 


sician and patient, showing them ° 


how abuse through overuse hurts 
them much more in loss of beds 
and increased premiums than they 
realize. Blue Cross, also, must re- 
inspect and re-evaluate its own 


advertising of benefits. It should 
slant away from any implication 
that the sky is the limit. 

Helping hospitals in their deal- 
ings with the governmental agen- 
cies which pay only partial costs of 
daily care is still another area 
where Blue Cross must do a job. 
And encouraging greater usage of 
visiting nurses, along with further 
investigation of home nursing 
service should be another matter 
for Blue Cross to consider. As our 
geriatrics problem increases, this 
will become more important. 

All told, these problems are 
many, and their solution probably 
will take some time. But it can- 
not be done unless the hospitals, 
physicians, patients, and Blue 
Cross, too, all work together. 


1952 Award of Merit 


r ‘’ HE AWARD OF MERIT, the highest 

award of the American Hospital 
Association, this year will be pre- 
sented to Dr. Fred G. Carter, ad- 
ministrator of St. Luke’s Hospital 
in Cleveland, in recognition of his 
many contributions to the hospital 
field. The award will be presented 


at the Association's annual conven- 
tion in Philadelphia in September. 

Dr. Carter has been active in 
hospital work for the past 31 years 
and has contributed many ideas in 
hospital design, equipment, and 
management. He was president of 
the American Hospital Association 
in 1939-1940, president of the 
American College of Hospital Ad- 
ministrators in 1935-1936, and also 
was president of both the Minne- 
sota and Ohio Hospital Associations. 

Also a fellow in the American 
College of Hospital Administrators, 
Dr. Carter has written many arti- 
cles dealing with problems in hos- 
pital management. 

Dr. Carter received his M.D. de- 
gree from Johns Hopkins Univer- 
sity Medical School in 1920. After 
several years in the medical field, 
he became superintendent of the 
Ancker Hospital in St. Paul in 
1924. Later, he became superintend- 
ent of Christ Hospital in Cincin- 
nati (1935), and then of St. Luke's 
Hospital in 1939 up to the present 
time. 
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For hospitals now: 


Standard 


malpractice 


insurance 


RITZ E. HEERMAN, F.A.C.H.A. 


N INCREASING number of court 
decisions against hospitals in 
cases of liability for personal in- 
jury has concerned the American 
Hospital Association's Committee 
on Insurance for Hospitals of the 
Council on Administrative Prac- 
tice. The committee has been 
working for several years for the 
establishment of a standard mal- 
practice policy by insurance com- 
panies. 

The insurance committee held 
a number of conferences with the 
National Bureau of Casualty Un- 
derwriters and emphasized the 
need for proper classification of 
hospital professional liability in- 
surance. A result of these meetings 
is the new underwriting program 
for hospital professional liability 
insurance, announced recently by 
the National Bureau of Casualty 
Underwriters. The committee feels 
that the bureau has done an excel- 
lent job and should be congratu- 
lated on developing a very com- 
prehensive program. The program 
went into effect June 2. 

The results of the announcement 
by the bureau to hospitals, the 
committee feels, will mean: 

1. All casualty insurance com- 
panies will have a complete man- 
ual on this type of insurance, in- 
corporating details of coverage, 
underwriting rules and rates. 

2. It should encourage many of 

Mr. Heerman is superintendent of the 
California Hospital, Los Angeles, and chair- 
man of the American Hospital Associa- 


tion's Committee on Insurance of Hospitals 
of the Council on Administrative Practice 
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the casualty companies to write 
hospital professional liability as 
well as public 

3. Claims, as reported by the 
various insurance companies, will 
now be classified properly and tab- 
ulated by the office of the National 
Bureau of Casualty Underwriters 
so that, in the future, the insurance 
industry as well as the ‘hospitals 
will have correct claims experi- 
ence. 

The bureau has announced that 
the program has been submitted 
to all states and to Alaska, Hawaii, 
Puerto Rico and the District of 
Columbia to be effective June 2, 
except in Texas where the Board 
of Insurance Commissioners will 
issue an announcement as to the 
effective date in that state. The 
program already has been cleared 
in all states except the following, 
where it still is pending: Iowa, 
Louisiana, Mississippi, Pennsy]- 
vania, Texas and in Hawaii. 

The bureau has formulated a 
new standard of hospital profes- 
sional liability policy together with 
a separate hospital professional 
liability manual, incorporating de- 
tails of coverage, exclusions, 
underwriting rules, classifications 
and rates. The program applies to 
hospitals, clinics, dispensaries or 
infirmaries, convalescent or nurs- 
ing homes, homes for the aged, 
mental-psychopathic institutions, 
sanitariums and health institu- 
tions. Separate classifications have 
been established for each type of 
institution with further subdivis- 
ions under classifications “not for 
profit,” “for profit’ and “govern- 
mental” risks. Provisions of the 
policy also clearly define the cov- 
erage, as well as the coverage for 
owners’, landlords’ and tenants’ li- 
ability insurance. 

Hospital professional liability 
insurance provides coverage for 
liability arising out of malpractice, 
error or mistake made in giving or 
failing to give medical, surgical, 
dental or nursing treatment, in- 
cluding the furnishing of food or 
beverages in connection. with 
treatment. Product liability § in- 
surance is included, both on and 
off the premises, for drugs or med- 
ical, dental, or surgical supplies 
or appliances furnished or dis- 
pensed by the insured. Insurance 
also is afforded for liability aris- 


ing out of the performance of 
autopsies or other handling of de- 
ceased human bodies. 

The only exclusions from cov- 
erage are: (1) Liability arising 
out of the performance of a crimi- 
nal act; (2) liability on account 
of injuries to employees; (3) lia- 
bility of an insured, if an individu- 
al, for his personal acts or omis- 
sions of a professional nature; (4) 
liability arising out of motor ve- 
hicles, watercraft or aircraft, and 
(5) liability assumed under any 
contract or agreement. 

Coverage provided is on an “‘oc- 
currence’ basis and applies to 
bodily injuries, including death, 
personal injury and property dam- 
age. Since injuries frequently are 
not discovered until after expira- 
tion of the policy, provision is made 
for the coverage to apply to mal- 
practice, error or mistake com- 
mitted during the policy period, re- 
gardless of when the injuries are 
discovered. 

The National Bureau of Casualty 
Underwriters has established rates 
for different sections of the United 
States, with some sections having 
a higher rate than others. Rates for 
“for profit” risks are higher than 
the rates for “not for profit” risks. 
No specific rates are provided for 
governmental institutions. They 
will be rated on an individual 
basis. 

The basic limits of liability are 
$5,000 per claim and an aggregate 
limit of $15,000 per policy a year, 
and apply separately to each loca- 
tion. For higher limits, a special 
table of factors applies. Special 
rates may be issued for hospitals 
desiring a deductible provision. 

A dual basis of rating applies for 
all classifications except clinics, 
dispensaries or infirmaries. These 
bases are “per bed” based on the 
daily average number of beds in 
use, and “per 100 outpatient visits.” 

It is recommended that each hos- 
pital get the details of the hospital 
professional liability form, as well 
as the rates, from their local insur- 
ance agents. In some states, where 
hospital malpractice rates have 
been excessive, the bureau’s an- 
nouncement should tend to lower 
rates as well as encourage insur- 
ance companies who are not writ- 
ing such policies now to undertake 
such coverage. 
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England 
develops an 


EXPERIMENTAL 
WARD UNIT 


HAROLD L. LEVINSON 


bce MOST experimental ideas 
gather dust on the drawing 


boards, an English research group 


uae 


sec 


is being built as an extension of 
the Larkfield Hospital, Greenock, 
under the auspices of the board of 


Fig. 1. Ground floor pion 


Corridor link with main hospital 


has gone forward past the study management for the Greenock and 2. Store room 
District Hospital 3. Laboratory (Doctors room on first floor) 
and planning stage and has built a istric ospitals. 
unit which will enable them to The compact plan shape was de- 5. Sister's room 
actually study their theories in signed to reduce walking distances, . = 
practical, everyday use. This is a and with the same objective, the ® Chose 
new approach to the problem of principal auxiliary rooms are 9. Visitors’ and doctors’ toilet 
10. Nurses’ toilet and locker room 4 


relating hospital planning to effec- 
tive utilization of patient services 
and care. 


placed in the center of the beds 
they serve. The accommodations 
for the medical staff, together with 


. 4-bed word 

. Single bed ward 

. Patients’ toilet room 
. Nurses’ toilet room 


The Nuffield Provincial Hospi- the main elevators and stairs, 15. Nurses’ station 
tals Trust in England has under- would normally serve two units 16. Bath and washroom 
taken an investigative program 0m any one floor, although in the + sn 
which comprises the first real at- Greenock experiment only one 19. Treatment room 
tempt in objective research on the Wing is being built. Thus in the rag ov aang 

tili 
problem. With the consent of the full development there would be 3," er coe 
Western Regional Hospital Board 64 beds per floor, 32 on either side 23. Day space 
for Scotland, a two-story addition of the main stair and elevator. One 24. Escape stoir 
’ 25. Service romp to elevator rooms in bose. 


containing 64 general medical beds 


Mr. Levinson is a member of the edi- 
torial staff of Hosprra.s. 
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of the guiding principles has been 
to create a feeling of spaciousness 
while actually keeping the building 


ment 


~ = : . - 
16 
| 14 
~ 4 
1 12 12 2) , | 
13 13 : 1} 1} 
| 
> 
12 
13 
| 
53 
4 


zee” 


3 


iy 5 
NURSES’ STATION 


. Patients clothes locker 
Nurses’ desk 

Medicine sink 

Medicine cupboard 

. Telephone booth 

. Counter with cupboard under 


as compact as possible. (See Fig. 
1.) 

The section of the investigation’s 
work which is at present furthest 
advanced is that dealing with in- 
patients and the ward. At present 
two main types of ward plan are 
common the traditional large 
open ward with the auxiliary 
rooms grouped together at its en- 
trance (a type still much favored 
in England), and what is general- 
ly called the “corridor” plan 
wherein a series of small rooms 
of one to six beds are ranged 
along the passage on the other 
side of which are the auxiliary 
rooms 

The grouping of the beds (es- 
pecially those in single rooms) as 
closely as possible around the aux- 
illary rooms ensures that the nurse 
remains very much among her pa- 
tients and is able to watch them 
no matter which job she may be 
doing 
Examination of the plans show 
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1 
» =i ONE BED ROOM DAY SPACE 
LOBBY 
Fig. 2. Detail at center of ward 
. Washbasin 10. Cupboard 
W.C. it. Pull-out work table 
. Bedside locker 12. Sink 


13. Hot water boiler 

14. Hot plate 

15. Toaster 

16. Plate warming cupboord 
17, Refrigerator 

18. Supply elevator 


that between each four-bed ward 
(and conveniently placed for the 
single rooms) there is a toilet with 
a small washbasin to which pa- 
tients can walk or be wheeled. 
(See Fig. 2.) There is a toilet and 
washing cubicles allocated to each 
16 patients. Opposite the auxiliary 
rooms and under the nurse’s sur- 
veillance, is a comfortably fur- 
nished day-space. 

Since the patient’s street clothes 
are kept easily accessible in lockers 
in the ward, patients who are al- 
lowed up for an _ appreciable 
length of time may have the tonic 
experience of again getting fully 
dressed. No patient is more than 
about three feet from a lavatory 
or washbasin. 

On each of the two floors, ac- 
cess to the ward is through an en- 
trance hall containing’ certain 
rooms which, while serving all 32 
beds, benefit by being a little re- 
moved from them. These are the 
sister's office, the doctors’ room, 


LOBBY 
19 
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BATH AOOM 
2. 
DIRTY UTILITY 27 
14am 
5 


NURSES’ STATION 


19. Hatch 

20. Bow! and instrument sterilizer 
21. Slop sink and slab 

22. Bedpan washer 

23. Bedpan sterilizer with rack over 
24. Specimen cupboo 

25. Disposal elevator 

26. Linen store 

27. Vertical pipe duct 


and a private room where patients’ 
relatives and friends can wait. 
Opening off the entrance hall is 
a glazed, roofed, open gallery 
where patients, up or in bed, may 
enjoy the open air. 

There are many reasons why 
all the inpatients in a general hos- 
pital should not be accommodated 
in single rooms. The two most 
clinching arguments are economy 
and the difficulty of giving each 
patient sufficient nursing super- 
vision. Because the provision of 
some single rooms is an important 
factor in controlling cross-infec- 
tion, and because they are de- 
sirable for other medical reasons, 
traditionally a few have been at- 
tached to the ward unit. 

Economy in nursing time is, of 
course, a primary aim in ward 
planning. Analysis showed that the 
trips made by the nursing staff 
in six different wards totalled two 
to two and one-half miles a day. 

The main elevator is reserved 


HOSPITALS 


13 9 
14 
; BATH ROOM 19) 
we 16 
1? 
| 10 7 
KITCHEN TALATMENT ROOM | CLEAN UTILITY 
9 
% | % | 
6 6 
| 
: 
ee’ an 
| STORE 
? 
4, 3 we 
i LOBBY 


for the use of patients, staff and 
visitors and the elevator or ele- 
vators in this position would, of 
course, normally serve two wards. 
Goods supply is assured by com- 
paratively small elevators or hoists 
placed so as to deliver the sup- 
plies where they are needed in 
the ward—close to the ward 
kitchen and the utility room. 
Porters thus never go into the 
wards at all, but dispatch supplies 
from the basement. The disposal 
lift, which opens directly into the 
sluice room, enables dirty and in- 
fected material to be taken away 
from the ward immediately. The 
route taken by patients going to 
toilets or washrooms also helps 
keep the center of the ward free 
from traffic. 

The compactness of the ward 
unit combined with its openness 
raises certain physical problems. 
Besides general considerations of 
the most suitable materials for 
covering and decorating floors, 
walls and ceiling in different areas 
of the ward, and the heating 
method, two particularly important 
and particularly difficult questions 
arose. These were, first, how to 
bring sufficient daylight into the 
interior of the rather wide ward 
without subjecting the patients 
lying nearest the windows to glare, 
and secondly, how to obviate, or 
control by acoustic treatment, the 
noises which would come from 
work in progress in the auxiliary 
rooms, and from the recurrent 
plumbing points. 

To help to answer the first ques- 
tion—how to give adequate day- 
lighting, without glare—a model of 
a section of the proposed ward- 
design was constructed, and arti- 
ficial skies were arranged to re- 
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Fig. 3. Sound dicgram 


produce the conditions of natural 
light outside the windows. 

Illumination was measured by 
photo-cells at the head of each 
bed and down the center of the 
ward. Several interesting conclu- 
sions emerged. In the center of the 
ward, the light measured was sev- 
en to eight times as great as would 
have been expected from calcula- 
tions based only on direct light 
from the sky. The results showed 
that it was the average reflection 
of all the surfaces (including a 
light-colored floor) that mattered, 
and that any individual wall made 
only a small contribution to the 
whole. 

One of the problems associated 
with the process of deep building 
is that of providing good lighting, 
without glare, over the entire area. 
In the case of hospital wards, this 
problem becomes critical due to the 
immobility of the patients and 
their special sensitiveness to light. 


Fig. 4, Cross section 


While a fully glazed external wall 
will provide good lighting at the 
center of the building, it makes 
conditions for the patient nearest 
it very trying as he is subject to 
the full glare of the high sky. To 
control the glare from the high 
sky for the patient nearest the ex- 
ternal wall, a horizontal baffle 
seven feet above the floor and four 
feet deep is provided in the win- 
dow along the whole of the south 
elevation and in the wards only 
on the north elevation. This baffle 
has the effect of lowering the in- 
tensity of light near the window, 
while still giving good light at the 
center of the ward. It also provides 
a low ceiling near the window, 
which is thus reduced to a pleasant 
domestic proportion. At the toilets, 
the baffle is extended inwards 
slightly so that the water closet 
has natural ventilation to the out- 
side. 
(Continued on page 80) 
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answer 


HILDA M. TORROP, B.N. 


La NATIONAL Association for 
Practical Nurse Education is 
gravely concerned with the na- 
tional trained nurse shortage. To 
us that includes service in the 
homes of the country as well as in 
the urban and rural hospitals, but 
these comments will be confined 
to institutional nurse staffing. 
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The association's field workers 
who give consultation and accred- 
iting service to schools of practical 
nursing have constant opportuni- 
ties to visit large and small hos- 
pitals, to talk with administrators 
and members of the various 
echelons of employees. Our con- 
victions therefore are not devel- 
oped in a vacuum or around the 
conference table. 

Most hospitals use for bedside 
nursing care the professional nurse, 
the trained practical nurse when 
available, and the aide. The vyria- 
tion in the relative numbers, the 
individual's preparation for serv- 
ice, the utilization of personnel 
and salaries paid is almost unbe- 
lievable. From each field trip our 
representatives file data on these 
points. 

Any executive studying the total 
picture would agree that, in spite 
of the size of the nursing service 
item in the hos | budget and 
the paucity of personnel, the hos- 
pital field has not developed a mas- 
ter plan in which it has enough 
confidence to accept wholeheart- 
edly. Each hospital prefers to try 
out its own plan and to seek a solu- 
tion to problems in a local pattern. 
The results are chaotic. 

It seems an honest appraisal of 
the professional nurse situation to 
agree that we will never have the 
number we could use to advantage. 
It is therefore of the utmost impor- 
tance that we use this echelon to 
the limit of its productivity and 
that we constantly evaluate our 
personnel policies as they affect job 
satisfaction. The team concept 
could be the answer. 

At present there is too little dif- 
ference between the activities of 
a senior professional nurse student 
and a graduate professional staff 
nurse. As captain of a _ bedside 
nursing team, the combined role of 
supervisor, teacher and practition- 
er would broaden the present con- 
cept of staff duty and identify a 
nursing service that can only be 
given adequately by a well-pre- 
pared professional nurse. 

Another type of team work great- 


Miss Tprrop is executive director of the 
National Association for Practical Nurse 
Education, New York City. Her article is 
adapted from a paper presented at the 
1952 conference o the Carolinas-Virginias 
Hospital! Association which met in Roanoke 
during April 


ly needed is cooperative action be- 
tween hospitals and a willingness 
to pool finances and resources to 
support central schools that could 
produce in sufficient numbers that 
other member of the team—the 
trained practical nurse. ° 

A group of religious hospitals 
functioning in one state and as 
units of one denomination has 
realized the constructive aspects of 
supporting one strong school of 
practical nursing. Under a plan 
adopted by the group, recruiting is 
done by all units, the cost of the 
preliminary teaching shared by all, 
one faculty and classroom suite 
provided and the students sent to 
member hospitals for clinical ex- 
perience. 

Why could not a similar plan be 
tried by other administrators or by 
state and local hospital organiza- 
tions? Only by such mutual assist- 
ance and cooperation can we hope 
to reduce costs, improve quality 
and increase numbers. 

In all probability the greatest 
value of the trained practical nurse 
group lies in its career concept. 
Practical nurses are prepared for 
bedside nursing service as a full- 
time career in itself. Not for them 
the teaching, supervisory or ad- 
ministrative posts. It is therefore of 
the greatest importance that the 
attitudinal teaching of this group 
be superlatively good; that they 
appreciate the depth and breadth 
of the country’s need for bedside 
nursing; that the satisfactions of 
this career are made clear by pre- 
cept and example; that salaries and 
work hours are satisfying; that 
opportunities be developed for en- 
larging the scope of service with- 
out changing the career frame. 

Twelve years of curriculum 
building, school organization and 
staffing, and placement of trained 
personnel have convinced many 
persons that an effective, compe- 
tent, well-groomed practical nurse 
can be produced in the present 12- 
month course. To assure this pro- 
duct the following must be present 
in the correct proportions: Care- 
fully selected students; prepared 
dynamic instructors; well equipped 
classrooms; and adequate, super- 
vised clinical experience. Too often 
critical comment is directed toward 
the output of a program that lacks 
so many of these essentials as to 
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grams and licensure for practical nurses. Coreful state planning is needed in the development of practical nurse schools w 


y of ac- 


creditation. Data for the map and chart were obtained from the Division of Vocational Education, Federal Security Agency, Washington, D. C. 


make its title of “school of practi- 
cal nursing” a travesty. 

Practical nursing programs are 
not inexpensive and there cannot 
be one at each crossroads. We urge 
study and observation of the area 
school. There are several of these 
and more are in the making. 

If the hospital administrator re- 
hes on the aide trained on the job 
he is confronted with a group that 
is unstable for reasons all employ- 
ers recognize. Among them are the 
absence of credentials that carry 
over to another job, lack of status 
and belongingness. Some of these 
workers, like the longtime em- 
ployees of state institutions, remain 
on the job for years, but they are 
so few as to be negligible. They are 
also among the first to be affected 
by changes in the labor market. 

In the length of the program and 
the educational entrance require- 
ments the practical nurse program 
tacitly acknowledges two basic 
facts: That 40 per cent of all begin- 
ning high school students drop out 
before graduation, and that 60 to 
70 per cent of each graduating class 
enrolls in vocational rather that 
professional education programs. 
Our biggest recruitment potential 
is found in these groups. Failure to 
capitalize on these facts is to be de- 
feated hopelessly in the effort to 
give trained nursing service to 
patients. 
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This year approximately 6,000 
trained practical nurses will be 
graduated from 180 schools ap- 
proved by state agencies and or 
the National Association for Prac- 
tical Nurse Education. We need 300 
schools that can each graduate 200 
students a year—a total of 60,000. 

The National Association for 
Practical Nurse Education has just 
tabulated returns from a question- 
naire addressed to all approved 
schools of practical nursing. We 
asked how many students they had 
graduated since the _ respective 
schools were opened. The returns 
have been almost 100 per cent. The 
number of graduates totals 28,822. 
We do not know how many are ac- 


Practical nurses and auxili 
workers in hospitals, 1950-5 


Job category 1950 1951 
Practical nurses 49 880 40,816 
Attendants 131,762 127,161 
Nurse's cides 64.634 76,09! 
Ward maids 26,49! 26,627 
Orderlies 24,543 26,771 

Total 297,310 297,466 


Source: Journal of the American Medica! 
Association, May 1951, p. 122; May 10, 
1952, p. 

The category of practical nurses in this 
table includes graduates of schools ap- 
proved by state agencies and the Nationa! 
Association for Practical Nurse Education 
os well os other auxiliary personnel who are 
classified by hospitals os practical nurses. 


tive nurses today, but the figure 
gives us some idea of what has been 
accomplished and good grounds for 
optimism regarding the outcome of 
an aggressive recruitment pro- 
gram. 

Are practical nurses the answer” 

How much more effective is a 
professional nurse than a trained 
practical nurse? How much more 
effective is a trained practical 
nurse than an on-the-job trained 
aide? 

What stimuli and job satisfac- 
tions are provided for each of the 
two trained groups by the daily 
routines that must be carried on in 
giving generalized patient care? 

How much does it increase mo- 
rale in the trained practical nurse 
group to know theirs is a recognized 
vocation? That there are national, 
state and alumni groups in which 
membership is possible? That there 
is a potential membership of 
400,000 to work for? That the Na- 
tional Association for Practical 
Nurse Education includes in its 
membership many citizens who be- 
Leve that the trained practical 
nurse is in large part the answer 
to the nation-wide nurse shortage? 

Are practical nurses the answer” 
To the extent that they represent 
stable, competent, career groups 
for bedside nursing service with a 
recruitment potential running into 
the thousands— YES! 
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In recent years, the autopsy—long considered an 
“unnecessary evil’ —has been scientifically justifying 
itself. But it has needed and still needs, the help of 
hospitals and medical staffs well-grounded in hu- 
man relations as well as pathology. 


More AUTOPSIES 


—they are vital to medical progress 


MALCOLM T. MacEACHERN, M.D., C.M. 


EDICAL SCIENCE progresses on 
Vi indisputable facts. But de- 
spite all the research and dis- 
made over the 


there still are many areas which 


coveries years, 
are obscure and upon which light 
can be shed only through a well- 
conducted autopsy 

The individual practitioner of 
medicine or surgery, too, is always 
anxious to find facts and acquire 
as much knowledge as _ possible 


about problem cases. This he can 


secure wi many ways, but none 


better than by having an autopsy 
made on the patient presenting an 
obscure condition 

From 


autopsy often may benefit the fam- 


another viewpoint, the 


ily and close relatives, particu- 
larly in cases where heredity is in- 
volved. Knowledge derived from 
an autopsy can protect those rela- 
tives who might be similarly af- 
flicted. 

There is also the theory that the 
incidence of autopsies is a reliable 
index to the scientific spirit of the 
hospital and the individual phy- 
sician. Spot studies bear out this 
200-bed 
non-university con- 


behef. In examining a 
community, 


nected hospital, there was noted 


Dr MacEachern 
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s director of profes- 
sional relations, American Hospital Asso- 


a considerable variance in the 
number of autopsies each member 
of the medical] staff had to his 
credit. A five-year study revealed 
that the incidence of autopsies for 
each member ranged from zero to 
67 per cent. Of the 29 members, 17 
consistently had from 24 per cent 
to 67 per cent autopsies. The re- 
mainder had either none, or one 
or two. The medical audit clearly 
indicated that the 17 physicians 
were the more competent and 
stood at the top of the list for high 
quality work. Their case studies 
demonstrated thorough § scientific 
knowledge and excellent end- 
results. The remaining 12 mem- 
bers were definitely lower grade 
in their work and indifferent to 
progress. Their medical 
records were of poor scientific 
quality and indicated lack of es- 
sential clinical knowledge. 


medical 


BENEFITS 


Thus, it can be shown that the 
values of a properly conducted 
autopsy are far reaching, with 
benefits for all groups. The phy- 
sician in charge of the patient and 
his associates have an opportunity 
to study and compare their clinical 
findings with those of the autopsy. 
The interns, residents, and some- 
times even the nurses in training 


gain a great deal of information 
from the autopsy. The medical staff 
as a whole derives much scien- 
tific benefit from presentation of 
the findings at the clinico-patho- 
logic conference. Above all, an 
autopsy may assure the family that 
everything possible was done for 
their loved one, should they have 
any misgivings about this. The 
general public, of course, benefits 
by the advancement of medical 
science and the new knowledge 
applied to the practice of medicine. 


NEED COOPERATION 


It is highly important, therefore, 
that there be the utmost under- 
standing and cooperation between 
hospitals, physicians, and morti- 
cians concerning autopsies, and 
this can best be accomplished 
through conference. Many aspects 
of the procedure, as related to 
autopsies, should be discussed and 
mutually agreed upon. Some points 
of common interest which should 
be considered are as follows: 

1. While not too much assistance 
in securing autopsies can be ex- 
pected from the mortician, it is 
most important that he at least 
have a sympathetic attitude. In 
some instances, the mortician can 
help the hospital or the physician 
obtain consent for autopsy from 
the deceased’s relatives. 

2. The mortician should advise 
the pathologist about the embalm- 
ing process so that the degree of 
understanding of the technique is 
such that the pathologist can carry 
on his work without hampering 
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the mortician. It must always be 
remembered that the mortician 
has a distinct obligation to both 
the family and the hospital, and 
the physician must be prepared to 
cooperate in achieving this end. 

3. The actual technique in 
autopsy must not be overlooked, 
particularly the lines of incision 
Sometimes, when physicians other 
than the pathologist and residents 
do the autopsy, they may not fol- 
low the proper procedure, thus 
making it difficult for the mor- 
tician to prepare the body for the 
family to see. 

4. Delays are most annoying to 
the family, and the autopsy should 
be expedited by the joint coopera- 
tion of all involved so that the 
mortician can complete his work 
satisfactorily. 

5. Other matters, which will ef- 
fect a better understanding be- 
tween the hospital, the members 
of the medical staff and the mor- 
ticilan, may be brought up for dis- 
cussion during a conference. 

Generally, it may be difficult to 
secure permission from the family 
or nearest of kin for an autopsy 
because frequently they cannot be 
convinced that such an examina- 
tion will benefit anyone. The idea 
of an autopsy may be quite dis- 
turbing and repugnant to those 
who are distraught by grief. 


CONVINCING THE FAMILY 


The hospital still should have at 
least one person who is specifically 
assigned to seek permission for 
autopsy when the family physician 
does not want to do it. This person 
should cultivate a manner of 
making such requests, and his ap- 
proach should reflect his conviction 
that such procedure will result in 
many benefits. He must impress 
upon the family that an autopsy 
is highly desirable from the stand- 
point of information which may 
be derived and the _ contribu- 
tion it may make to scientific 
medicine. He could also use as an 
argument the fact that the pay- 
ment of insurance and the grant- 
ing of pensions may be contingent 
upon precise identification of the 
cause of death. Caution should be 
used not to imply that the phy- 
sician neglected any care in the 
treatment of his patient, and to 
avoid using the term “post mor- 


JULY 1952, VOL. 26 


tem.” This is usually supplanted 
by the word “autopsy,” but when 
speaking to the family or any lay 
person, it is better to cal! the pro- 
cedure “an examination of the 
body.” The interviewer, also. 
should refrain from inferring that 
the examination is desirable be- 
cause the hospital wishes to main- 
tain a high percentage of autopsies 

Contacting the family or nearest 
of kin should be done privately 
and as soon as possible after death 
The interviewer should show a 
sympathet.c understanding in talk- 
ing to the bereaved members, 
extending the assistance of the 
hospital in every way possible, in- 
cluding sending telegrams, secur- 
ing information such as train 
schedules and undertakers, and 
other matters. The family should 
be made to feel that the inter- 
viewer is sympathetically interest- 
ed and anxious to help. 

To pave the way for an autopsy, 
the interviewer can discuss the pa- 
tient’s illness and possibly arouse 
a desire in the family to know 
more about the disease. Then, at 
the proper time, the request for 
examination of the body should 
be made. The interviewer could 
explain that it would be a special 
examination and study with no 
disfiguration of body features, 
and that the hospital will have the 
body placed in the hands of a 
mortician according to the instruc- 
tions of the family or nearest of 
kin. If the family is still opposed, 
perhaps the reason can be ascer- 
tained and any misconception 
corrected. Persistence, however, ts 
unwise if the family definitely re- 
fuses. 


THE INTERVIEWER 


When discussing the matter 
with the family, it is most essen- 
tial that the interviewer be capa- 
ble of gaining their confidence. 
Because of youth, it probably 
would be difficult for an intern to 
accomplish this; thus, an older and 
more experienced physician, in 
most interviews, could do a better 
job. For this reason, the attending 
physician may be the most suc- 
cessful. In some situations, the 
resident might do it. for he usual- 
ly possesses an aptness for im- 
pressing and influencing family 
members. Still other cases might 


be successfully handled by the ad- 
ministrator or the pathologist. 

It is a legal stipulation that the 
signed permission of the nearest 
of kin or coroner must be secured 
for an autopsy. This must never 
be overlooked. In some instances, 
the patient entering the hospital 
is asked to give his signed per- 
mission for autopsy in event of 
death. I do not approve of this 
practice, however, because it may 
distress the patient and is neither 
good public nor human relations. 
Furthermore, the family should 
never be charged a fee for autopsy, 
nor should the’ permission be sub- 
sidized in any way. Such a charge 
would be unethical 

As a legal safeguard, it may be 
necessary for the physician to en- 
lighten the relatives as to what is 
contemplated in the examination 
It should be specified in the per- 
mission whether the procedure is 
to be a partial or complete autop- 
sy. Occasionally, family members 
request that the autopsy be limit- 
ed to the chest, abdomen or skull, 
and sometimes the physician may 
not want a complete examination 
The pathologist should be advised 
of any such restriction in advance 

When permission has been ob- 
tained for autopsy, the pathologist 
is contacted to designate the exact 
time when it is to be done. A 
notice is then posted on the bul- 
letin board to inform members of 
the attending medical staff, resi- 
dents, and interns so that as many 
of them as possible may attend. In 
fact, the interns and residents 
should be compelled to attend as 
part of their education while in 
training. The American Medical 
Association requires that the hos- 
pital maintain an average autopsy 
rate of 20 per cent for approval 
in the training of interns and resi- 
dents. 


THE PATHOLOGIST 


Another question is who should 
do the autopsy. This could present 
a problem in hospitals which do 
not have a fulltime or resident 
pathologist. In many communities, 
the pathologist may only be on a 
visiting basis of once or twice a 
week, or perhaps less frequently. 
It is always highly desirable, how- 
ever, to have the autopsy done 
by a pathologist as he best under- 
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stands the technique and proce-— 


dure. Even when he is not a resi- 
dent of the community, and would 
require extra remuneration for 
regularly visiting the hospital, 
special efforts should be made to 
have the pathologist or his assist- 
ant come to the hospital for au- 
topsies 

When a pathologist cannot be se- 
cured, there may be a member of 
the attending medical staff who 
has a basic knowledge of patholo- 
gy and can do the autopsies. The 
physician so assigned should have 
the support of the medical staff 
and the administration. Compen- 
sation for his services, if any, 1s 
a matter between the physician 
and the hospital 

An intern or resident may assist 
the pathologist in an autopsy as 
part of his education and experi- 
ence, and may actually perform a 
complete autopsy under the direct 
supervision of the pathologist. This 
gives the intern or resident a 


more intimate knowledge of path+’5 


ology. (A note of warning: The 
intern or resident must be con- 
versant with autopsy technique 
and be under the direct super- 
vision of the pathologist at all 
times if doing the autopsy.) 


AUTOPSY ATTENDANCE 


As for attendance at an autopsy, 
primarily the attending physician 
or surgeon and his associates on 
the staff who are most interested 
should be present, as well as any 
and all interns, residents, and 
other members of the hospital's 
medical staff who find it possible 
to attend. Sometimes the nurses in 
training will come if they are in- 
vited by the director of nursing. 
The autopsy can be highly educa- 
tional to them, particularly in their 
study of anatomy and the funda- 
mentals of disease. Occasionally, 
members of the medical staff, in- 
terns and residents from other 
hospitals may attend. If the au- 
topsy us held in a teaching hospital, 
the medical students should be 
present. 

In doing an autopsy, it is not 
unusual for the attending phy- 
siclan to gown and glove himself 
and assist the pathologist. This 
gives him a better opportunity to 
observe at close range the diseased 
organ or condition if it was not 
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previously removed at operation. 
He also can explore all the organs 
of the body. (It is imperative that 
persons working on the autopsy 
scrub up carefully before attend- 
ing other patients on their 
services.) 

There must always be a com- 
plete report of findings made from 
the autopsy, and it would be ad- 
vantageous, therefore, to have a 
secretary present to take notes. 
Three copies should be made—the 
original for the patient’s file, one 
copy for the attending physician, 
and the other copy for the patholo- 
gy department. Any specimens re- 
moved for further study should be 
labeled and carefully preserved. 
The findings of the autopsy then 
should be presented at the next 
clinico-pathologic conference of 
the medical staff and discussed in 
relation to the historical and clin- 
ical findings for the benefit of the 
entire staff. 

Once the autopsy has been per- 
formed, the utmost care must be 
exercised to see that the body is 
in good condition for the mortician 
and is ready at the time promised. 
There should be no visible evi- 
dence of autopsy, nor should the 
mortician be delayed while the 
death certificate is being made. 
The physician and the hospital 
should expedite the autopsy as 
promptly as possible to promote 
and maintain good relations with 
the mortician. Cooperation is nec- 
essary at all times, particularly 
since the mortician can retard the 
securing of autopsies. 


OBJECTIONS 


The objection by the family to 
having the autopsy performed may 
stem from a number of reasons. 
One of these is fear, particularly 
the fear that the body will be 
mutilated or disfigured, or that the 
autopsy may disclose a condition 
affecting the family's future health. 
Death may be a new experience in 
the family. 

Another objection is based on 
religious beliefs and _ doctrines. 
Some sects oppose the procedure 
and there is little hope of securing 
permission in such instances. 

Antagonism and prejudice also 
may be reasons. Not infrequently, 
the family is influenced by ac- 
quaintances who have had an 


unfavorable experience the 
hospital; possibly they dislike the 
physician, nurse, or were dis- 
pleased about the service. 

Family sentiment, too, often 
creates an adverse attitude. The 
family may feel it is cruel to have 
the body “cut up,” or they may 
be of the opinion that “he suffered 
so much in life, why not let him 
rest in peace.”’ Then too, the fami- 
ly may not understand the 
scientific reasons for such an ex- 
amination and contend it is un- 
necessary because the doctor 
knows all about the condition 
from having treated the patient. 

In some cases, the deceased may 
have expressed a desire while liv- 
ing, that no autopsy should be 
performed on his body. Generally 
speaking, persons from countries 
in Europe and the Orient, and also 
Negroes and Indians do not favor 
autopsies. Sometimes even pro- 
fessional persons such as physi- 
cians, dentists, nurses, and some 
morticians are against autopsies. 
Prompted by emotional, senti- 
mental, or personal reasons, they 
allege that such an examination 
would not be helpful or desirable 
and do not want their own people 
subjected to the procedure. 

These are some major protests 
the interviewer will meet. In 
some instances, the objections can 
be countered easily, but in others, 
it will be more difficult. At any 
rate, the interviewer should be 
most careful not to antagonize any 
member of the family. Should the 
family want time to think about 
the matter before making a final 
decision, the interviewer should 
not press them in any way. 

Before the patient dies, there 
also should be no mention to the 
family of having an autopsy or 
examination of the body unless, 
of course, the family has expressed 
such a desire. 

If there is a language handicap, 
it would be best to have someone 
who knows the family and who 
speaks the same language appeal 
to them for autopsy permission 
and make all the arrangements. A 
strange interpreter should not be 
used. 

Another caution to the inter- 
viewer is that it is not advisable 
for him to discuss the autopsy or 

(Continued on page 146) 
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New Executive Policy— 


Federal Hospital Planning 


7 YEDERAL hospital planning or the lack of it has been wasteful. The 
federal government has condoned competition between its 
agencies by failing to require the coordination of new construction 
with existing facilities in the same area. It also has condoned com- ' 
petition between the various agencies in the procurement of pro- 
fessional personnel in short supply. At the same time government 
has been funneling off professional personnel from community 
hospitals which provide care to the general population. The Amer- 
ican Hospital Association, recognizing the need to prevent these 
wastes, has repeatedly recommended that consideration be given 
to the creation of a mechanism, within government, to insure plan- 
ning at the national level. But no action has been taken by 
Congress to accomplish this end. 

On the other hand, the executive branch of government has re- 
cently taken cognizance of the situation and the President, through 
the Bureau of the Budget, has enunciated a policy which, if ac- 
cepted, will serve to clarify the atmosphere in a number of impor- 
tant directions. It will not insure coordinated planning between 
the various federal agencies nor will it provide a means to relate 
federal planning with that of the community interests. It should 
serve, however, to solve some of the more vexing problems that 
have concerned both. 

This policy was stated on April 3, 1952 by Fred A. McNamara, 
chief of Hospital Branch, Bureau of the Budget, Executive office 
of the President, when he appeared before the Senate Subcom- 
mittee on Reorganization of the Committee on Government Oper- 
ations. He spoke in connection with $.1140 “to establish and 
consolidate certain hospital, medical and public health functions 
of the government in a Department of Health.” In the opinion of 
the director of the budget, the proposed legislation, based on the 
recommendations of the Commission on Organization of the Execu- 
tive Branch of the Government for the establishment of a United 
Medical Administration, was not regarded to be in the best 
interest of effective organization and administration of the gov- 
ernment. 

He went on to say, “Most advantages of a Department of Health 
are obtainable without the proposed drastic reorganization.” He 
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Director of study of government hospital relations, Wash- 
ington Service Bureau, American Hospital Association. 
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also pointed to the fact that in ac- 
cordance with the recommenda- 
tions of the 
advisory group to the secretary of 
known as the Armed 
Forces Medical Policy Council, had 


COMIMiIssion, an 
defense 


been appointed, This organization 
had proven to’ be effective in de- 
veloping Department of. Defense 
standards and policies in the pro- 
fessional, medical, and personne! 
areas. In the opinion of the execu- 
tive department, the objectives of 
the commission could be obtained 
by developing within the Depart- 
ment of Defense a single strong 
and fully integrated medical serv- 
ice. This policy, if accepted and 
adopted, would have a revolution- 
ary effect on integration within the 
armed forces. In this connection he 
stated 

“As an immediate step in that 
direction it is essential that the 
merely advisory role of the Medi- 
cal Policy Council be terminated 
and its function strengthened 
vrealty so as to 

(1) Provide over-all policy di- 

rection and control 

(2) Place responsibility cen- 
trally for effective and in- 
tegrated program and con- 
struction planning and re- 
view of the total medical 
services of the department 
and 
Provide for the unified 
operation of the common 
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services and activities such 
as medical procurement and 
supply, education and train- 
ing, medical research, blood 
plasma management, med- 
ical and allied professional 
personnel procurement, etc.”’ 

Mr. McNamara indicated that the 
commission had emphasized the 
fact that hospital construction costs 
could be standardized and reduced 
through a single federal medical 
and hospital agency, but believed 
this same end may be accomplished 
without an enactment of the pro- 
posed legislation. He further stated 
that the Bureau of the Budget and 
the Department of Defense had 
been developing standard designs 
which in the opimon of the Bureau 
of the Budget could be extended 
to the other federal hospital agen- 
Cles 

Reacting to the contention of the 
commission that centralization of 
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the medical care programs in a 
single agency would improve fed- 
eral medical care standards, he 
pointed to certain executive actions 
that have been taken with a view 
to accomplishing this end. In doing 
so he pointed to the creation of 

(a) The Armed Forces Policy 
Council. 

(b) The Health Resources Ad- 
visory Committee. 

(c) The executive directive pro- 
viding for the hospital care within 
the Veterans Administration, for 
retired military personnel suffering 
from chronic illness including tu- 
berculosis and neuropsychiatric 
disabilities. A similar order directed 
the Department of Defense to 
transfer to the specialized facilities 
of the Veterans Administration all 
active military patients requiring 
prolonged hospital care and not 
returnable to an active duty status. 


PRESIDENTIAL POLICY 


Referring to the report of the 
commission. pointing up the need 
for clear governmental policy on 
the extent of the government's re- 
sponsibility for providing hospital 
care for veterans having non- 
service connected illnesses, Mr. 
McNamara directed attention to 
the fact that the President had 
attempted to clarify this policy in 
the past by executive action. In 
this connection he stated: 

“In his last several annual bud- 
get messages to the Congress he 
(the President) has enunciated 
the position that the first responsi- 
bility of the government is to give 
medical care to veterans who have 
been injured in the service and 
that the needs of veterans not re- 
sulting directly military 
service can be best met through 
the welfare programs serving the 
whole population. In consonance 
with this general policy he has 
indicated that the size of the 


Veterans Administration hospital 


system shall be limited to the 
number of hospitals presently in 
operation or authorized for con- 
struction.” 

This statement expressive of the 
Presidential policy in connection 
with veterans planning is recog- 
nized as being of great importance. 
If adopted by Congress and sub- 
sequent administrations, it will 
mean that the veterans hospital 


system will be limited to approxi- 
mately 130,000 beds on completion 
of the presently authorized build- 
ing program. Veterans with 
nonservice connected disabilities 
would be provided hospitalization 
in their home communities under 
local or state rather than federal 
responsibility. 

The American Hospital Associa- 
tion was a pioneer in the crusade 
for better national hospital plan- 
ning. Its interest was aroused in 
1944, by the mushroom like de- 
velopment of the veterans hospital 
system. In succeeding years it con- 
ducted a study of the veteran's 
problem. As this study has pro- 
gressed, the Association, through 
the House of Delegates, has ex- 
pressed its opinion in reports sub- 
mitted and in resolutions adopted. 
The more recent report, “Veterans 
Hospitalization Planning,” pub- 
lished by the Association in 1950, 
concluded with the following rec- 
ommendations: 

1. Congress should re-define the 
responsibilities of the federal gov- 
ernment toward its beneficiaries. 

2. Congress should create an 
agency within government to co- 
ordinate national hospital plan- 
ning. 

3. Congress should limit the 
veterans hospital system to a size 
that may be efficiently adminis- 
tered and adequately staffed. 

Similar policies have been ex- 
pressed over the years as the As- 
sociation has given consideration to 
the various facets of the general 
problem. There has always been 
objection to the creation or de- 
velopment of a large federal hos- 
pital system. For this reason the 
Association has repeatedly recom- 
mended that the veterans hospital 
system be limited in size. Action 
toward this end should insure the 
maintenance of the high standard 
of care that the veteran deserves. 
Furthermore it is recognized that 
hospital beds now being constructed 
are for the accommodation of non- 
service connected cases. 

Two of the three recommenda- 
tions made, in connection with vet- 
erans planning, by the Association 
in 1950 are reflected in the new 
executive policy. Furthermore the 
policy indicates recognition of the 
need for federal consideration of 
national hospital problems. 
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Packaged housekeeping in New Zealand 


[ OMESTIC SERVICE to. hospitals 
7 on a contract basis began in 
1941 in New Zealand because of 
the labor shortage. It has spread 
so rapidly that Commercial Clean- 
ers, Ltd.. now employs some 700 
workers on such contracts. This 
growth is the natural result of the 
satisfaction that hospitals, which 
previously hired and controlled 
their own domestics, have found 
in our system. 

A simplified statement of our 
service to hospitals is that we carry 
out the work done by ward maids; 
porters and orderlies in the wards, 
departments and nurses’ homes; 
and general portering as related 
to transport, both internal and ex- 
ternal, and clearing of outside 
areas. In addition to this, the fact 
that we wash all the ward dishes 
and assist in meal distribution 
generally needs stressing since in 
the United States this latter ap- 
pears to be the province of the die- 
tary department, rather than the 
housekeeping department. 

The main asset of the service 
offered must, of course, be effi- 
ciency combined with a planned 
supervision of domestic employees. 
Our system has proved welcome to 
hospitals which require a domestic 
staff of from 10 upwards. 

Each hospital contract is drawn 
up expressly to meet the particular 
needs of that hospital. We must 
adjust our service to replace the 
existing routine without loss of 
time and in such a way that the 
hospital has a contract for clean- 
ing which fully meets its needs. 
This is done by gaining from the 
hospital authorities a complete list 
of the scheduled and normal du- 
ties of any existing domestic staff, 

Mr. Crothall is managing director of 
Commercial Cleaners, Ltd. Christchurch, 
New Zealand. He recently completed a tri 


through the United States, England. 
Sweden and Denmark 
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with the exception of the main 
kitchen. 

In every hospital duties vary 
slightly, according to the specific 
requirements of each matron, but 
our standard specification is gen- 
erally used as a starting point and 
is amended, if so desired, after an 
initial three months of operation. 
The standard specification is based 
on the extent of the domestic serv- 
ice to be given and involves, among 
other things, the square footage of 
the areas to be covered. The time 
factor is mainly dictated by the 
duties involved in sweeping, pol- 
ishing of floors, dishwashing, 
transporting and other operations. 

Service begins each morning ac- 
cording to the specific needs of the 
institution. Every effort is made to 
harmonize with the nermal routine 
of the hospital and to comply to its 
plan of functioning. 


TRAINED SUPERVISORS 

Trained and experienced men 
and women supervisors detail and 
watch over all phases of the work. 
As a result of these able, key per- 
sonnel, our maids work more effi- 
ciently, to a better standard and 
time table of duties, and can be 
coached to use effectively the latest 
methods in domestic work. 

The hospital normally is divided 
into blocks of five or seven wards, 
according to the size of each ward. 
The blocks require about 10 em- 
ployees at a time. An experienced 
block supervisor is detailed for 
each block. His main function is to 
see that the work in hand Is car- 
ried out promptly, quietly and 
thoroughly. His duties call for per- 
sonal work as well as direction, 
and this makes for trust, efficiency, 
speed and thoroughness. 

The block supervisor is at the 


disposal of any sister (nurse) in 
his block during the workland at 
no time is away from his duties 
and his team of assistants. Require- 
ments of any one sister are pro- 
perly noted by him, carried out 
and reported when done to the 
sister. 

In New Zealand there is always 
one member of the executive nurs- 
ing staff responsible for the entire 
domestic services of the hospital 
This may be the sub-matron, sec- 
ond assistant matron or a super- 
visor. Standardized daily ward 
reports are made out and sub- 


COMMERCIAL CLEANERS LIMITED 


Christchurch Public Hospital 
Standard Ward Timetable* 


Duties 


Commenced time 


Breakfast trolley 7 a.m. 
First sweep and whisking 7:15 a.m. 
Dishes (breakfast) 8 a.m. 
Damp dust and polish lockers, 


desk and bed ends 8:45 a.m. 
Damp dust low level ledges 9:30 a.m. 
Clean up kitchen 9:45 a.m. 


Morning tea: Start (leave ward) 10 a.m. 
Morning tea: Finish 


(back in ward) 10:15 a.m. 
Second sweep 10:15 a.m. 
Sanitary block and 

sterilizing room 10:30 a.m. 
Brass and glass 1! a.m. 
Morning tea dishes om. 
Special duties 11:30 a.m. 
Dinner trolley 12 midday 
Lunch break: Stort 12:05 p.m. 
Lunch break: Finish 

(back in word) 12:35 p.m. 
Lunch dishes 12:35 p.m. 
Third sweep pm. 
Finish (at word) 1:30 p.m. 


SPECIAL DUTIES: 
Tuesday and Friday: Apply brass polish 
and clean glass partitions. 
Wednesday and Saturday: High dusting. 
Monday and Thursday: Scrub locker tops. 


*This is for the morning ehift There 
is also an early evening ehift 
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mitted finally to the sub-matron or 
domestic supervisor for inspection 
purposes. The use of this report is 
emphasized as most advantageous. 
It assists in maintaining the max- 
imum standard, because itallows 
the sub-matron to make an inde- 
pendent check on work done and 
approved by the ward sisters 
Should there for any extenuat- 
ing cause, be an indication of 
faulty work, the ward sister under 
this control system is aware of it. 


It is rectified to meet her needs, 
and ultimately this matter comes 
before the sub-matron for her ap- 
proval or otherwise. 

Because of the special character 
of hospitals, we pay considerable 
attention to methods of cleaning 
and their suitability for hospitals. 
Any and all training programs 
which we institute for our staff 
are discussed first with the hospital 
authorities. We invite their com- 
ments and suggestions as to scope, 


COMMERCIAL CLEANERS LIMITED ‘ 


Christchurch Public Hospital 
Task Schedule—Wards and Departments* 


Task Schedule 


Remarks 


Wet sweep 


Wash or light scrub 


Light scrub 


Heavy scrub Weekly 


Quarterly 


As necessory 


Low dusting 


High dusting Once weetly 


Mopping 


Monday/Sunda 
(with oiled mop) 


thrice daily 


Sweeping—broom Monday/Saturday 


Dishwashing 


Laying polish Thrice weekly 


Machine buffing 


Once daily 


Meal distribution 


Daily Monday/Sunday 


Daily Monday/Sunday 


Daily Monday/Sunday 


Daily Monday/Sunday 


Daily Monday/Sunday 


Daily Monday Saturday 


All wards (1! to 15). Inside wood lino and 
fama doors. 


Wards: Sanitary blocks, utility rooms and 
kitchen floors. Departments: Sanitary blocks 
and utility rooms. Laundry and St. Andrew's 
outpatient department: Sanitary blocks. 


Wards: Kitchen benches, cupboord shelves 
wiped and tidied daily. 


All ward floors. 


Laundry and St. Andrews outpatient depart- 
ment. 


Departments and stairs to same. 


Wards: All low level ledges, heaters, window 
and door ledges: lampshades to hand 
height; lockers and word furniture: stair 
rails. Departments: Same as words. Laundry 
ond St. Andrew's outpatient department: 
Same as wards. 


Wards: High level ledges, door frames. 
Departments: Same as wards. Laundry and 
St. Andrew's outpatient department: Same 
as wards. 


| p.m., 4 p.m. 
Wards: Inside wood, lino and fama floors. 


Departments: Corridors and stairs to same. 
Laundry and St. Andrew's outpatients de- 
portment. 


All ward dishes and cutlery excluding dishes 
dirtied between 7:30 p.m. and 7 a.m. 


Wards: Inside wood, lino and fama floors. 
Once weekly. Outpatients and 
other departments: Thrice weekly. 


Wards: All polished floors. Departments: 
Seme as words. Laundry and St. Andrew's 
outpatierts: Once daily, Monday to Friday. 


Collect ward breakfasts, morning teas, din- 
ners, teas and suppers from main kitchen 
and take to wards. 


*This is one section of the entire task schedule. 


64 


techniques employed and any other 
general matter which may be con- 
ducive to better trained and more 
effective workers. 

Our housekeeping services to 
hospitals must be up-to-date, 
hence, wherever possible, the very 
latest machines are employed in 
scrubbing, polishing, high dusting 
and dishwashing. A considerable 
degree of dust control in sweeping 
and dusting has been obtained 
only after much checking by us in 
conjunction with the University of 
Otago Medical School. For a long 
time the mops were dipped in an 
oil-wax-water emulsion. Though 
a simpler method of dust control 
has now been evolved, we are con- 
tinually on the lookout for im- 
proved methods. 

Contagious disease units are 
serviced in accordance with the 
requirements of the hospital, but 
by and large this is very similar 
to ordinary ward service. Due re- 
gard is paki to techniques neces- 
sary in contagious disease units. 


DETERMINING COSTS 

As to cost, since we operate on 
a nominal margin we can usually 
compete with each hospital's own 
normal cost and still give a full 
service at the required standards. 
It is our practice to work on a 
declared profit margin with the 
costs for service and all of our 
costs revealed to the hospital ad- 
ministration. In return, the hospi- 
tal officials make available to us 
all of their normal costs for the 
domestic work in our contract with 
them. 

We have found that we can per- 
form the same services with two- 
thirds of the labor normally 
employed by the hospital adminis- 
tration for the same duties. It fol- 
lows, therefore, that to compete at 
equal cost we must take our profit 
and materials and overhead charg- 
es from this one-third labor saving. 

In the 12 years that we have 
been giving this service our hos- 
pital business has increased each 
year and is still increasing. At the 
present we service approximately 
one-half of the total occupied beds 
of the Dominion’s general hos- 
pitals. In view of this, it appears 
that hospital administrators in 
New Zealand have found our serv- 
ice satisfactory. 
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Large window displays 
helped put over a public 
relations story in Las 
Vegas, N. M. The object: 
to explain costs of hos- 
pital equipment to those 
who helped poy for it. 


HE PEOPLE of Las Vegas, N.M., 
a week-long public 
relations campaign, were given a 
graphic account of the cost of 
hospital equipment purchased for 
the New Las Vegas Hospital, 
which their contributions, together 
with Hill-Burton funds, had helped 
build. 

The fund drive for the new hos- 
pital, which opened Dec. 7, 1951, 
brought in pledges for more than 
$300,000. The sum was considered 
outstanding since the area is one 
of the poorest in New Mexico— 
the county in which Las Vegas is 
situated has the largest relief roll 
in the state. 

Although the hospital is called 
the New Las Vegas Hospital, the 
nonprofit private corporation op- 
erating it has been in existence 
since 1915 and has operated a hos- 
pital since then. The new hospital 
simply provides a modern struc- 
ture and new equipment to carry 
on the work of the old hospital. 

So that the people of Las Vegas 
might be familiar with the advan- 
tages of the new hospital as well 
as why the constructing and equip- 
ping of it cost so much money, an 
educational public relations pro- 
gram was organized by the ad- 
ministrator of the hospital with 
the help of the public relations 
department of Hospital Service, 
Inc.. New Mexico’s Blue Cross 
plan. 


Mr. Gold is administrator of the New Las 
Vegas (N.M.) Hospital and Mr inehart 
is public relations director of Hospital 
Service, New Mexico's Blue ross 
plan 
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Equipment costs on display 


WILLIAM L. GOLD AND ROBERT &. RINEHART 


The administrator of the hospi- 
tal contacted several enthusiastic 
downtown merchants who had 
large display windows in their 
stores and assigned to them certain 
pieces of hospital cquipment to 
show. One display consisted of a 
fully equipped delivery room; an- 
other showed x-ray and oxy- 
gen equipment; a third presented 
a completely furnished hospital 
room. The displays were num- 
bered consecutively. 

The cooperation of the Las 
Vegas High School was enlisted 
and students in the art department 
were given assignments to illus- 
trate the displays. The copy of 
each poster explained the hospital 
equipment shown and gave the 
costs of the various articles. At 
the bottom of each poster, the 
copy referred the reader to the 
next display and gave the exact 
location of it. In this way, each 
display was tied in with the others 
to give the people a complete 
picture of equipment costs. In ad- 
dition to explaining costs of equip- 
ment, the poster copy stressed the 
importance of the contributions 
made by the people. Such phrases 
as “You made this possible,” “A 
community achievement,” and 
“Your New Las Vegas Hospital” 


appeared on each poster to make 
the townspeople feel that they had 
made the dream of a new hospital 
come true. 

During the week the equipment 
was displayed, news stories were 
inserted in the local newspaper to 
bring added attention to the cam- 
paign. Since the displays were set 
up in the downtown stores, it is 
believed that most of the people 
of the community had an oppor- 
tunity to see and study them. 

At the conclusion of the public 
relations display, the new equip- 
ment was moved into the com- 
pleted hospital and the old 31-bed 
hospital was closed. 

The new building is a one-story 
structure with 50 beds and eight 
bassinetts. It incorporates such 
features as a central nursing sta- 
tion, central sterilizing station, 
segregated maternity facilities, 
piped-in oxygen, terrazzo and as- 
phalt tile flooring and tile wains- 
coting. It also has its own x-ray 
and laboratory departments. 

Although there is another hos- 
pital in the community, there is 
little doubt that the facilities of 
both hospitals eventually will be 
used to the fullest capacity to 
serve the 82,000 persons in the 
town and the sourrounding area. 
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The philosophy of 


hospital design 


CONANT FAXON 


© TWO hospitals are ever ex- 
\ actly the same, and therefore, 
when a new hospital is constructed, 
it is not surprising to find it 1s not 
exactly the same shape, size or ar- 
rangement as other hospitals pre- 
viously built. The design of any 
patient unit, particularly, is the 
result of the background and the 
thinking of the particular hospital, 
and there must be an awareness of 
the individual hospital's problems 
and what the hospital is trying to 
do, in order to understand the 
architecture and design of™hat 
hospital. 

There are, however, some gen- 
eral philosophies which will apply 
in approaching the design of any 
hospital or hospital unit and this 
article will try to point out the 
ones that have prevailed at Rhode 
Island Hospital and the patient 
unit that consequently has evolved 
there 

It was our intention to replace 
our 55 year old accommodations 
(which would facilitate 344 pa- 
tients) with a modern structure 
that would house more than 450 

Mr. Faxon is special assistant to Oliver 
G. Pratt, executive director, and is work- 
ing on new construction at Rhode Island 
Hospital, Providence. This article was 
adapted from his 1950 contribution to the 
Hospital Administrators Correspondence 
Club. The architects for the hospital dis- 


cussed in the article are Coolidge, Shepley, 
Bulfinch and Abbott of Boston 
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ORTHOPEDIC FRACTURE 


NURSING UNIT 
39 BEDS 
WARD 


ORTHOPEDIC FRACTURE 
NURSING UNIT 


26 BEDS 
PRIVATE AND SEMIPRIVATE 


TOTAL 65 BEDS 


beds. Our main philosophy, con- 
sequently, was to erect a building 
that would be easy to maintain and 
inexpensive to operate over many 
years. We were aiming at servic- 
ability, but without austerity. We 
also believed that, in general, we 
could reduce operating costs by 
making available to our employees 
the best mechanical means and the 
best techniques in planning and 
distribution to assist them in their 
work. 


MALTESE CROSS DESIGN 

In line with this general philos- 
ophy, the plans of our hospital 
building follow, to a certain extent, 
the shape of the Maltese cross. 
This design calls for a central serv- 
ice core and four wings. (See floor 
plan.) The central core contains all 
the service facilities, such as utility 
room, nurses’ station, medicine 
room, kitchen, waiting room, and 
others, as well as all means of ver- 


tical transportation, including the 
elevators, a conveyor system, pneu- 
matic tube stations and laundry 
chutes. The wings include only pa- 
tient rooms and stairways. 


TRAFFIC 


With this arrangement, the only 
traffic in the patient area is to serve 
the patients within that area. This 
isolates the patients from the noise 
and confusion of general hospital 
procedures. In the central core 
there is a further division of traffic 
between public or foot traffic and 
service traffic, accomplished by an 
island which contains the elevators 
and the nurses’ stations. 

The general philosophy has been 
to locate the various facilities on 
the floor in relation to the traffic 
patterns in order to make acces- 
sible the services to be performed. 
As we progress from the central 
vertical transportation core, first 
we come to the nurses’ station, the 
medicine room, the linen room, the 
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utility room and then to the pa- 
tient areas. 


Various studies have been made 
to determine the optimum size of 
the nursing unit, that is, the num- 
ber of patients who could be cared 
for properly on each unit. In our 
case, 36 seemed to be the maxi- 
mum. To help the nurses, we have 
included the aid of a ward secre- 
tary to handle many of the admin- 
istrative details. 


PATIENT ROOMS 


The most important room in the 
hospital, of course, is the patient's 
room. There we will install, as far 
as is reasonable, all the facilities 
needed for care—the bed, a locker 
for the patient's clothes, a toilet 
room for every four-bed room, and 
an adjoining toilet for each two 
single rooms. In the patient's bed- 
side table we plan to keep all the 
normal treatment utensils, such 
as bath basin, mouthwash cup and 
emesis basin. In the toilet room ad- 
joining will be the bedpan and 
racks of urinals. The toilet room is 
to be used for bedpan disposal and 
also by ambulatory patients in the 
room. A hand-wash sink, which 
faces in from the corridor wall, 
and is so situated that it is avail- 
able for isolation technique if 
needed and so constructed that it 
can be used by the nurses to fill 
the wash basins, also will be pro- 
vided. 

Ordinary bedside equipment will 
be available in wrapped packages 
provided by central supply. Upon 
discharge, we will strip the pa- 
tient’s accommodations of linen 
and all utensils and return them to 
central supply or the laundry for 
cleaning and sterilizing. Baths and 
showers will not be provided in 
any patients rooms, but one of each 
will be built nearer to the service 
core of the building. 


The utility reom will be a work 
station where the nurses can wash 
the extra equipment that has been 
forwarded from central supply, 
store reserve supplies, and set up 
trays received from central supply. 
It will have no large autoclave be- 
cause all sterilizing will be done in 
central supply. 

Facing the nurses’ station, we 
next have the medicine room and 
the linen room. The linen room 
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will house two linen carts, one for 
each of the two wings in this nurs- 
ing unit. The laundry personne! 
are responsible for the loading of 
these linen carts, bringing the linen 
in large laundry baskets to the 
floor, and replenishing, up to a pre- 
determined standard, the linen 
needed for daily patient use. Other 
items not part of the usual bed- 
making procedure will be stored on 
shelves in the linen room. These 
also will be replenished by laundry 
personnel, It is estimated that linen 
requirements for the wards can be 
handled by a team of two persons 
making five or six trips. 


MEDICINE ROOM 


The plans of the medicine room 
include an enclosed area approxi- 
mately 10 feet by 12 feet and de- 
signed to accommodate three or 
four persons. This room, as well as 
the utility room, treatment room, 
linen room, and nurses’ stations 
were under careful study by a 
group of nursing supervisors, in- 
structors and head nurses. They al! 
were built full size and made out of 


the sink will be a wall cabinet 6 
inches deep with adjustable shelves 
on which can be placed bottles of 
liquid medications. This depth al- 
lows for a staggered arrangement 
of bottles not more than two deep. 
Next to this will be a cabinet for 
pill medications and open shelving 
which has been left for the storage 
of medication utensils. The medi- 
cine room faces the corridor and 
contains a picture window large 
enough to allow constant supervi- 
sion of the medicine room. 


NURSES’ STATION 


In designing the nurses’ station, 
our philosophy has been that it will 
be used for some paper work, in- 
cluding requisitioning, charting, 
and nursing administrative chores. 
Most of the front of this area, 
therefore, will be enclosed by a 
counter for the use of doctors and 
interns who, working only from 
the outside, wish to review charts, 
make notes and write orders. The 
area inside will be used only by 
the nursing service. The pneumatic 
tube (used for transporting papers, 


Architects’ presentation of Rhode Island Hospital, Providence. 


scantlings, beaver board and ma- 
sonite. 

The final plans for the medicine 
room include counter space and 
drawers to hold vials, ampoules, 
narcotics, and emergency medica- 
tions. Into this counter will be set 
a sink 12 by 18 by 6 inches, suitable 
for the handling of liquid medica- 
tions, washing of medicine utensils, 
and hand washing. Directly above 


messages, small drug containers, 
and other such items to and from 
the nursing unit) will have a ter- 
minal in this area. 

In the center of the nurses’ area 
and within the counter, will be 
stationed the ward secretary. On 
the desk, situated below the coun- 
ter and immediately in front of 
her, will be a telephone and a pa- 
tient-to-nurses intercommunicat- 
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ing system. Tied into the intercormn- 
municating systern will be an inter- 
ward paging system. To one side of 
the desk area will be two movable 
chart racks. These will hang ver- 
tically and will be tabbed so that 
the patient's name is visible both 
to the person working behind the 
counter and also to the doctor, in- 
tern or resident outside the coun- 
ter. 

At one side of the nurses’ sta- 
tion, and partially enclosed, will be 
a desk and counter area for the ex- 
clusive use of the head nurse. It 
was felt that this area should be 
somewhat removed from the hub- 
bub of the nurses’ charting area, 
and from !oo ready contact with 
doctors and other persons visiting 
on the floor. It was decided, how- 
ever, that the front of the head 
nurse's office and the side nearest 
should be 
made of glass so the head nurse 


to the charting area 


would have easy visual supervi- 
sion of the charting area, the linen 
room, the medicine room, and the 
patient corridor. 


KITCHENS 
The diet kitchen on the floors, 
because we believe in a central 
food service, will be only a receiv- 
ing station for completely set-up 
trays forwarded from the kitchen 
The dietary department will pro- 
vide all personnel necessary for the 
transportation of trays on the floor. 
Under dietary supervision, a crew 
will go from floor to floor, deliver- 
ing the trays from a conveyor to 
small food carts and then maids 
will push the carts and deliver the 
trays to the patients. After all 
floors are served, this same crew 
will pick up and return to the ward 
kitchen all soiled dishes and trays 
The ward kitchen then would be 
used mainly as a collecting area for 
the soiled dishes. The used trays 
will be returned to the central 
dishwashing unit 
We also felt the need of a nour- 
ishment kitchen to provide juices 
and coffee to the night nurses, and 
light refreshments to the patients. 
But in order that the main ward 
kitchen can be locked at night, we 
decided to set up such a nourish- 
ment kitchen as a separate unit 
If we had decided on a central food 
service system, however, the ward 
kitchen could double as a receiving 
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area and nourishment kitchen 

In our hospital, a treatment room 
will be provided for each ward 
unit. It shall be set up so that it can 
be used for demonstration of pa- 
tients, vaginal examinations on fe- 
male patients, surgical dressings on 
surgical wards, and EKG’s and 
BMR'’s, if desired, on the medical 
wards. 

Offices for the nursing supervisor 
and the clinical instructor, as well 
as conference and demonstration 
rooms for the medical staff will be 
another provision on each floor of 
our hospital. Offices for interns and 
residents, also, will be located on 
each floor. In these offices there 
will be alcoves in which the interns 
and residents can dictate patients’ 
records, Other alcoves will provide 
laboratory bench space and cabinet 
and storage space for laboratory 
chemicals. This is necessary be- 
cause the hospital is to be a large 
teaching hospital, and interns and 
residents, from time to time, will 
be called on to do laboratory tests 

One more office on each floor will 
be used alternately by the dietary 
and the social service departments. 
Our philosophy on this was to put 
those working with patients as 
close to their patients as is possibie. 
In the case of social service, a so- 
cial worker for orthopedic patients 
would have her office on the ortho- 
pedic floor, one social worker would 
have an office on one of the surgical! 
floors, and one social worker's of- 
fice would be on one of the medical 
floors. 

There also will be a waiting 
room on each floor, located directly 
across from the public elevators. 
The philosophy has been followed 
that, depending on the rigidity with 
which visiting hours are controlled, 
most waiting will be doné in the 
main lobby. Waiting rooms on the 
ward floors will be used mostly by 
the visitors of patients who must 
remain in the hospital for long 
periods of time. 

Locker room facilities are split 
between professional nurses and 
subsidiary workers. We have felt 
that subsidiary workers could use 
a central locker room, but that, for 
the convenience of the graduate 
nurses, additional locker room fa- 
cilities should be provided on each 
nursing unit. 

In planning the whole building, 


we decided to install vertical trans- 
portation because we felt this was 
the most economical choice. Our 
plans for elevators, a small-pack- 
age conveyor system, a tray con- 
veyor system, rubbish chutes and 
laundry chutes, are all predicated 
on a vertical building and seem to 
offer very definite advantages in 
reduction of personnel and in the 
saving of steps, as compared with 
the horizontal expansion of a hos- 
pital. Other labor-saving devices 
which we plan to incorporate in the 
building are a pneumatic vacuum 
cleaner system centraily piped, a 
centrally-piped oxygen and vac- 
uum system, garage pulverators in 
the ward kitchens, a patient-to- 
nurse communication system, and 
the technique of having all steriliz- 
ing done in central supply. 

In line with our main philosophy 
of erecting a building that would 
be easy to maintain and inexpen- 
sive to operate, we have decided 
on salt glazed single or double- 
faced tile walls in all kitchen, util- 
ity, laboratory and stairwell areas 
and in all other areas subject to a 
good deal of banging from constant 
traffic. For instance, our service 
corridor on the patient floor prob- 
ably will be finished in salt glazed 
tile. Corridor areas on the patient 
floors will be protected by an abra- 
sion resistant dado. Washable per- 
manent wall coverings, rather 
than paint, will be applied both in 
patients’ rooms and other areas. 


WALL CONSTRUCTION 

In studying the various types of 
wall constructions, we have been 
concerned about the enormous 
amount of work involved in put- 
ting up a plaster wall, so we have 
been considering instead, using a 
cinderblock wall construction 
which, according to most reports. 
is satisfactory and easy to put up. 

We will probably vary the treat- 
ment of the ceilings of the nursing 
floor. Certainly some of it should be 
sound-proof, probably in the cor- 
ridors and in the work areas. 

But in all cases, we have at- 
tempted to plan a hospital which 
vill be inexpensive to operate and 
easy to maintain. The various deci- 
sions made have been with the 
primary purpose of saving steps, 
personnel, operating costs, and 
maintenance costs. 


HOSPITALS 


Training trustees for the hospital job 


OSPITAL TRUSTEES everywhere 
have at least two things in 
common with trustees in Georgia: 
A variety of problems which they 
face by virtue of their trusteeships, 
and the need for answers to their 
problems. Trustees in other states 
might find benefit in a procedure 
which is proving most valuable to 
hospital boards here—the one-day 
regional conference for hospital 
trustees. 

Many of Georgia’s new hospitals 
are in areas which have never had 
the benefits of a local hospital. In 
most instances trustees of the new 
hospitals have had no past ex- 
perience to draw upon. Conse- 
quently, this group had a partic- 
ular appeal for frequently they 
approached the Division of Hospital 
Services, Georgia Department of 
Public Health, with requests for 
information about hospital and 
medical care administration prob- 
lems. We emphasized to all the de- 
sirability of reading the American 
Hospital Association publication 
TRUSTEE, pointed out the services 
of the Association library, and dis- 
tributed publications of our own, 
as well as the valuable material 
available from the United States 
Public Health Service. 

Both we and they felt that there 
was an additional need for some- 
thing to bridge the gap between 
trustee self-education and the more 
complex institutes and conferences 
for operating personnel held by 
national organizations. The solution 
to this need has been a series of 
short, regronal conferences within 
the state. 

Georgia is divided into six hos- 
pital council areas. These councils, 
subsidiary units of the Georgia 


Dr. Williams, formerly assistant surgeon 
eneral at the Public Health Service, 

ashington, D. C.. now is director of the 
Division of Hospital Services, rgia De- 
partment of Health, Atlanta 
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Hospital Association, form a nu- 
cleus in each area which can as- 
sume responsibility for planning 
and promating at the iocal level 

In planning the first conference 
it was agreed that the local re- 
sponsibility should be to arrange 
for space and other physical re- 
quirements, handle local publicity, 
hotel reservations and registration 
of those attending. Providing chair- 
men for the sessions, as well as 
planning any social functions were 
also local responsibilities. 

The Division of Hospital Services 
accepted the task of preparing the 
agenda, securing speakers, and pre- 
paring and mailing invitations and 
announcements. Necessary  pre- 
paration and mimeographing of 
material also are done by the 
division. 


SETTING UP THE PROGRAM 


A sample survey among members 
of hospital governing boards be- 
fore the first agenda was prepared 
revealed that there were about 
four main topics of universal con- 
cern: (1) Trustees and medical 
staff relationships; (2) trustees 
and money; (3) trustees and ad- 
ministrator relationships, and (4) 
trustees and the community. 

These subjects were the basis 
for discussions at the conference. 
Each speaker received an outline 
of his subject in order to avoid 
overlapping of subjects and en- 
courage participation by those at- 
tending. The speakers then knew 
exactly how they fit into the whole 
conference picture. 

Formal speeches were limited to 
a maximum of 30 minutes and 
each subject area was allowed a 
total of an hour and 15 minutes. 
This permitted ample time for 
questions, answers and discussion. 

A presiding officer or discussion 
leader was selected for each ses- 


sion, who, following the speaker, 
encouraged the audience to enter 
into free exchange of problems 
and individual thoughts. 

“Approximately two months be- 
fore the first conference the agenda 
had been decided upon and ar- 
rangements had been completed 
for speakers. Announcements were 
then mailed to members of gov- 
ering boards and administrators of 
the hospitals in the area. These 
announcements invited active par- 
ticipation in the meetings, set forth 
their purpose, scope and subject 
areas to be discussed. 

About two weeks before the 
conference a follow-up letter went 
out, including a program and a 
self-addressed postcard to indicate 
acceptance of the invitation to 
attend. 

On the morning of the first con- 
ference about 30 minutes were 
spent registering and identifying 
the more than 50 persons who at- 
tended. Serving coffee during these 
preliminary proceedings is more 
than a gracious gesture. It is valu- 
able in establishing at once an 
atmosphere of comradeship and 
informality. Another 30 minutes 
were devoted to greetings, intro- 
ductions and explanations of how 
the meetings were to be conducted. 

At the scheduled time the chair- 
man introduced the first speaker, 
who for the next half hour con- 
cisely presented the fundamentals 
of the relationship between trustees 
and the medical staff. Privileges, 
prerogatives, authority and respon- 
sibilities of each group were pointed 
up in simple language. Questions 
following the talk indicated great 
interest in translating the basic 
concepts brought out by the speaker 
into the day-by-day situations aris- 
ing in hospitals the trustees served. 
All present entered the discussion 
freely and it was necessary to keep 
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an eye on the clock to hold the 
program on schedule 

Trustee-administrator relation- 
ships proved to be an equally 
thought provoking topic and just 
as productive of lively discussion. 

Luncheon served in the con- 
ference room was really an infor- 
mal session. Group discussion con- 
tinued, with a minimum break 
in the continuity of thought and 
interest. 

The afternoon session opened 
with the subject of trustees and 
money. This was an area of vital 
concern to all hospitals rep- 
resented. 

The final subject, the relation- 
ship of trustees to the community, 
brought out ideas about which 
many trustees had given little 
thought in the past. The open- 
mindedness with which most gov- 
erning board members accepted 
these ideas was proof that the pur- 
pose of the conference had been 
fulfilled. 


through experience. 


included in some form. 


Council ($1 per copy) 


doing so in multiple ways. 


The best gauge of how effective 
the meetings were, however, was 
the desire expressed by many par- 
ticipants for further conferences. 
The concensus was that they 
should be repeated at least annu- 
ally. 

One regional hospital council, 
which had been inactive for some 
time, was revived as a result of 
the conference. It promptly sched- 
uled three meetings at different 
localities in its area, through which 
its members will benefit. 

Most of the trustees were quite 
definite as to what they gained 
from the meetings. Trustee re- 
sponsibilities which they had per- 
ceived as generalities were reduced 
to specifics. Problems which had 
been apparent in a nebulous sort 
of way were clarified and crys- 
talized, and practical lines of ac- 
tion for meeting them were laid 
out. Trustees were particularly 
grateful for the chance to discuss 
how neighboring hospital boards 


TRUSTEE MANUAL—A tool for education 


BOARD MEMBERS have decided to educate themselves and are 
They do not hesitate to call upon 
specialists for assistance and guidance, but for the most part 
they have undertaken the adventurous procedure of learning 


In this process of learning through experience, board mem- 
bers are gradually producing a new variety of educational instru- 
ments. Among these new tools are board member manuals. 

The board members’ manual helps to recall facts that have 
been forgotten, and that may be needed in relation to some new 
policy or problem that is up for decision. Because the material 
in it is in written form, it supports the board member who finds 
it difficult to learn all he needs to know through discussion—and 
to remember the facts when the discussion is long past. 

If a manual is to accomplish its purpose of giving the new 
board member the facts and further arousing his interest, and if 
it is to serve as a “refresher’’ for the veteran board member, 
there are seven basic and minimum elements which should be 


These are: The people the agency serves, its purpose and 
program, its history, national and local relationships, what can 
be forecast for the future, how the agency is organized to serve, 
and how it is financed.—-Adapted from “The Board Members’ 
Manual—-how to produce and use it in board education,” by 
CHARLOTTE K. DemMorEsT. New York City, National Publicity 
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were dealing with common diffi- 
culties. Through this discussion, 
many believed they found solu- 
tions which would be applicable in 
their own situations. 


TRUSTEES’ RESPONSE 


Gratifying to many trustees was 
the discovery that they are not 
alone in their difficulties. Many 
went home with renewed confi- 
dence and renewed determination 
to apply themselves even more 
vigorously to what, even in the 
best hospital communities, is at 
times a discouraging job. 

It should be noted that these 
conferences could not have been 
as successful as we feel they were 
without the active and interested 
assistance given us by the Division 
of Medical and Hospital Resources 
of the United States Public Health 
Service. At our request they gave 
us wise counsel and supplied much 
of the material used. 

The Public Health Service is 
charged with rendering such as- 
sistance to states under the terms 
of the Hill-Burton Act. Coopera- 
tion between state and federal 
agencies, nongovernmental organ- 
izations and individual citizens 
makes ventures such as our con- 
ferences practical and possible. 

American hospitals generally 
have developed as independent 
units. Each provides service with 
its own resources and staff. Com- 
munication of new ideas, knowl- 
edge and techniques from one 
hospital to another is afforded by 
various organizational meetings. 
The average hospital person main- 
tains limited contact with leaders 
in the field and takes advantage of 
their ideas and experience. To a 
very large degree this is the sole 
means now existing for coordina- 
tion of hospitals and their person- 
nel. 

In the one-day conferences for 
trustees we have found an addi- 
tional means. These conferences 
will have a real and lasting effect 
on the quality of hospital services 
in the state, and we are continuing 
and developing further the pro- 
gram. 

Other states, in the pursuit of 
similar objectives, should find such 
programs not only beneficial in 
themselves but a stimulus to prog- 
ress through coordination. 


HOSPITALS 
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N 1950, MASSACHUSETTS General 
Hospital requested the Division 
of Nursing Resources, U.S. Public 
Health Service, to assist in “an 
analysis of head nurse functions 
to see what can be done to relieve 
the head nurse either by realloca- 
tion of duties or by adding per- 
sonnel to the ward staff to reduce 
the demands made upon her.” 

The results of this study were 
reported to the hospital without 
recommendations for reorganiza- 
tion. It was believed that in this 
way recommendations would be 
the result of group action, and 
based on problerns the group felt 
should have priority for action. 
Among the problems identified by 
the group were: (1) The piecemeal 
performance of activities, such as 
planning patient care and observ- 
ing patients, that should receive 
concentrated attention, and (2) the 
short duration of time spent on 
many activities. The exchange of 
reports with doctors and nursing 
staff, for example, were of such 
short duration that not much in- 


TABLE | 


Level of activity at first study 
and eight months later 


Minutes observed = Per cent 
Level First Second First Second 
study study study study 


All levels 4,500° 4500 100 100 
Head nurse 2,945 3.137 66 70 
Stof nurse 376 398 8 9 
Clerk 64! 625 14 14 
Other depart- 

mentpersonnel 538 340 «12 8 


*The time observed in the first study 
was 4.210 minutes. This figure has been 
statistically adjusted to equal the time ob- 
served in the second study. 


TABLE 2 


Area of activity at first study 
and eight months later 


Minutes observed = Per cent 
Area of activity First Second First Second 
study study study study 


4500 4500 100 100 


All activities 
Patient care 
management 3,527 3,308 79 74 
nit 

management 51/3 494 
Student 

programs 3 
Nursing 

Professional 

growth and 

development 77 114 2 2 
Personal 

business $28 


Unknown 4 = 


aD 
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Studies can help 


the HEAD NURSE 


RUTH |. GILLAN, R.N. AND HELEN G. TIBBITS, M.A. 


terpretation could have been in- 
cluded. 

Subsequent to the study of head 
nurse activities but unrelated to 
it, the team method of assignment 
was introduced in certain units of 
the hospital. 

Whenever administrative chang- 
es are made, it is desirable to test 
the effect of such changes. Eight 
months later Massachusetts Gener- 
al Hospital asked the Division of 
Nursing Resources to make a fol- 
low-up study. The second study 
showed a number of changes in 
head nurse activities. Two factors 
had been introduced into the situ- 
ation. It is probable that some 
changes in head nurse activities 
occurred solely as a result of par- 
ticipation in the first study which 
pointed out ways of improving 
the head nurse’s pattern of work. 
Other changes are probably the re- 
sult of the administrative reorgan- 
ization, in this instance the intro- 
duction of the team plan for pa- 
tient care. 

The first study consisted of five 
days observation of five head 
nurse units. For the follow-up 
study one of these units was 
studied for five days. In each in- 
stance observers made a detailed 
anecdotal record of each activity 
of the head nurse and her assistant 
during their total time on duty. 
Also, in each study a charge nurse 
was observed for approximately 
two and one half hours when she 
relieved the head nurse for a 
day off. 

It must be pointed out that the 


Miss Gillan is nurse consultant, Division 
of Nursing Resources, Public Health Serv- 
ice, Washington. D. C. Mrs. Tibbitts is 
analytical statistician, Division of Nursing 

urces, Public Health Service. 


second study of one unit for one 
week gives limited data and there- 
fore interpretations are difficult to 
make and causal interrelationships 
cannot be readily isolated. Head 
nurse studies and their results are 
of such interest at the present time 
that even with these limitations 
it seems desirable to present the 
results of the head nurse study 
and the institution of the team 
method of assignment in one hos- 
pital. 


RESULTS OF THE STUDY 


In the first study* the head 
nurses were found to be spending 
about two-thirds of their time on 
head nurse level activities. In the 
second study the head nurse and 
her assistant were spending slight- 
ly more time on head nurse level 
activities and correspondingly less 
on activities reassignable to other 
department personnel. The per 
cent of time spent at the clerical 
and staff nurse level did not 
change. This was to be expected 
since no job descriptions had been 
changed, and no additional staff 
had been added to the unit. (See 
Table 1.) 

There was almost no change in 
the distribution of time spent 
among the several broad areas of 
head nurse level activity. (See 
Table 2.) Examination of specific 
activities through which the head 
nurse carried out these responsi- 
bilities, however, shows some 
significant trends that should in- 
dicate improved patient care 
management. The activities select- 
ed for study in Table 3 are those 

*See Olson. Ageteute | Frances, and Tib- 
vitts, Helen G., “Head Nurse Activities in 


a General Hospital.” Public Health Serv- 
ice Publication No. 107, 1961 
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which occupied one hour or more 
of time per week in either study 

The decrease in time spent in 
the observation of patients does 
not mean that the head nurse 
knows less about the patient since 
there is an increase in time spent 
exchanging reports with the unit 
nursing staff about patient condi- 
When the first study was 
done, a total of 17 professional and 
nonprofessional! gave in- 
dependent reports to the head 
nurse concerning patients. Except 
for the usual morning and eve- 
ning reports in the second study. 
three professional nurse team lead- 
ers report on the patients under 
their care to the head nurse. This 
should result in more comprehen- 
sive information on the patients’ 
conditions than when each worker 


tions 


nurses 


reports independently. The 
creased time spent in checking 
completion of patient care also 


should give a better understand- 
ing of how well the patients’ needs 
for nursing service are being met 


PATIENT CARE 


If Table 3 is studied in conjunc- 
tion with Table 4, even more im- 
portant differences in head nurse 
functioning between the two peri- 
ods of observation are shown. The 
decrease in the time spent in the 
observation of patients gives less 
cause for concern when it is point- 
ed out that more time is spent 
with patients in teaching, reassur- 
ing and orienting them to the hos- 
pital and the plan for their care. 
It is also balanced by the increase 
in the time spent exchanging re- 
ports with the medical and nursing 
staff concerning patient care. 
There is perhaps a large compo- 
nent of patient observation that 
cannot be separated from check- 
ing on the completion of patient 
care 


The decrease in time spent 
planning time schedules and in 
Riving patient care assignments 


would be expected as a result of 
sharing the assignment with team 
leaders. This method should take 
less time than the giving of in- 
dividual assignments to each 
member of the unit nursing staff. 
There was, however, a favorable 
increase of time spent instructing, 
guiding and evaluating the work 
of the staff. 
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TABLE 3 


Change between the first and second studies 
in the amount of time allocated to 
selected head nurse level activities* 


Per cent 
Activity and crea increase or 
NOTE: Toble 3 — 
should be studied in Patient care management 
conjunction with Observe condition and give care 12 
Table 4 to note Orient, reassure and teach patient and family + 9 
differences in head Exchange reports with doctors + 8 
nurse functioning be- Exchange reports with nursing personnelt +24 
tween the two per- Exchange reports with other departments 
iods of observe- and community agencies 37 
ton. P Plan time schedules 10 
Give potient care assignments 44 
Check completion of care +26 
Unit management 
instruct, guide and evaluate staff + 9 
Plan for ma‘ntenance of supplies and equipment 6 
Professional growth and development +48 


*Activities taking up one hour or more during either study 
tIncludes nursing administration and the nursing staff of the 


unit 


Increased time in the area of 
the head nurse’s own professional 
growth and development means 
that she is able to spend more 
time understanding how changing 


hospital procedures or medical 
practice may affect management 


of the unit. This information must 
be assimilated by the head nurse; 
she must make plans for its appli- 
cation and later share such infor- 
mation with her staff. For example, 
the head nurse was observed 


studying a new procedure which 
affected the daily laundry supply 
as well as nursing practice. Study 
of this sort pays dividends since 
it will prevent subsequent inter- 
departmental and intra-unit irri- 
tations. 

Table 4 shows that there is a 
substantial increase in the aver- 
age duration of most activities. It 
would appear that the head nurse 
is blocking her time more effec- 
tively in all activity areas except 


TABLE 4 


Average duration of selected* head nurse level activities 
at first study and eight months later 


A duration Minutes spent Times performed 
Activity and crea First Second First Second First Second 
study study study study study study 
(minutes } 

Patient care management 
Observe condition and give care 2.0 3.1 243 213 122 69 
Orient. reassure and teach patient 

and family 1.5 2.3 128 140 88 62 
Exchange reports with doctors 2.0 2.5 589 634 30! 255 
Exchange reports with nursing 

personnel 2.3 3.1 542 673 234 218 
Exchange reports with other deport. 

ments and community agencies 15 0 165 104 112 52 
Plan time schedules 1.6 4 265 238 165 98 
Give patient core assignments 1.3 4 165 92 131 66 
Check completion of core 2.0 ! 141 177 69 84 
Unit management 
Orient sto and doctors 1.2 1.0 28 17 24 17 
Instruct, quide and evaluate 

nursing staff 2.0 77 84 38 42 
Supervise clerk 1.3 1.3 42 22 32 17 
Plan for maintenance of 

environment 1.3 1.8 i 16 9 9 
Plan for maintenance of supplies 

and equipment 1.2 2.0 68 64 57 32 
Nursing research 1.2 3.0 7 48 6 16 
P ional th and 

11.4 17 114 10 


development 7.2 


*Activities which were performed 10 or more times during either study week. 


HOSPITALS 


{ 


those related to assignments and 
supervision of the staff. There is, 
however, an element of essential 
accessibility in the head nurse po- 
sition which probably will always 
require the short, face-to-face 
exchange of information. The head 
nurse must be available to make 
on-the-spot decisions, solve im- 
mediate problems and exchange 
information with the medical, hos- 
pital and unit staff. More detailed 
explanations rather than minimum 
exchanges of information in many 


NTIL MEDICAL science learns 

more about the cause and pre- 
vention of poliomyelitis, epidemics 
of this disease must be expected 
and prepared for. Such prepara- 
tion should be state-wide and re- 
quires the cooperation of profes- 
sional individuals and groups, of 
the hospitals and other facilities 
that provide care, and of the offi- 
cials and voluntary agencies re- 
sponsible for making the care 
available to those who need it. 

A special section titled “The 
General Hospital in the Poliomye- 
litis Program” appeared in Hos- 
PITALS for March 1951. This section 
was prefaced with a statement 
which said in part: 

“When disaster strikes a commu- 
nity, no one man—nor even one 
agency—can be expected to cope 
single handedly with its complex 
problems. Cooperative action is de- 
manded of all community forces to 
relieve the suffering and to restore 
order.” 

In most areas, state polio plan- 
ning committees have been estab- 
lished as liaison between profes- 
sional organizations in the health 
field and the state child welfare 
agency, the National Foundation 
for Infantile Paralysis and the 
American National Red Cross. The 
main function of these committees 
is to insure fast, effective medical 
care and adequate convalescent 
care to polio victims by means of 
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of these instances will save time 
in the long run. It will prevent 
the same question occurring again 
and again; it also gives the work- 
er the essential information on 
which to base future judgements. 
It does not seem that a large per- 
centage of this type of activity can 
ever be removed from the head 
nurse job. However, where the 
average time increases in observ- 
ing, teaching, checking the com- 
pletion of care, and exchanging in- 
formation about patients it is prob- 


Check list for planning polio care 


advance planning and inter-agency 
coordination. 

Hospitals have a big job to do in 
the overall plan for fighting epi- 
demic poliomyelitis. By the early 
part of July planning should be 
completed in the following seven 
areas. 

Facilities: Determine primary hos- 
pitals (polio centers) where all 
necessary services of high quality 
can be provided in accordance with 
state crippled children’s services’ 
hospital standards for the care of 
crippled children; also determine 
secondary hospitals to take the 
overfiow until patients can be 
moved to a primary hospital. A 
certain number of beds should be 
made available and plans devel- 
oped for expansion and construc- 
tion in accordance with epidemic 
needs. 

Development by general hos- 
pitals of policies and accommoda- 
tions needed in order to accept 
polio patients. 

Plans for early hospital discharge 
by providing all necessary treat- 
ment services for a patient in his 
own home, a convalescent home or 
a foster home. 

Standards: Promote the applica- 
tion of good standards for selection 
of hospitals to provide care, and 
encourage and assist others to 
meet good standards. 

Promote the application of good 
Standards of care in convalescent 


able that better knowledge of the 
patient's condition, and therefore 
better patient care, will result 

In summary, there is evidence 
as a result of a follow-up study of 
head nurse activities that some 
changes have taken place. Some of 
these may have been the result of 
changing from a functional, indi- 
vidual worker assignment to team 
assignment. Others may be the 
result of the stimulus provided by 
the first study for the head nurse 
to examine her work methods. 


homes and in the homes of child 
victims or in foster homes for 
children 

Equipment: Assess existing equip- 
ment and help in meeting addi- 
tional requirements. 

Housing: Plan for adequate tem- 
porary housing for emergency per- 
sonnel. 

Transportation: Plan for provision 
of transportation for patients, per- 
sonnel and parents. 

General procedures: Establish pol- 
icles and procedures for authoriza- 
tion of hospitalization and admis- 
sion of patients (in accordance with 
responsibility of party assuming 
the obligation) so as to assure im- 
mediate acceptance of all patients 
regardless of residence, economic 
status or other factors. 

Develop procedures for routing 
admission and discharge informa- 
tion and other necessary reports 
between hospitals and the state 
crippled children’s agency and 
other agencies or individuals re- 
sponsible for continuing care for 
pohomyelitis cases. 

Payment for care and service: Re- 
view methods and rates of payment 
for hospital care and other medical- 
care services in an effort to arrive 
at uniform and adequate reim- 
bursement for comparable care 
and services. 

A review of the special section 
in HOSPITALS magazine on polio- 
myelitis care will provide addi- 
tional guides for planning the 
hospital's role on the state-wide 
team for fighting polio. 
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Costs and the shotgun technique 

ONE OF THE problems being encountered by hos- 
pitals cooperating in the Association's study of 
ways to reduce costs of hospital care is that of con- 
vincing the physician that he is the key man in 
any such cost-cutting attempts. If the physician 
calls for numerous laboratory tests, the cost of care 
rises accordingly. If he uses “shotgun” diagnostic 
procedures (“give the patient every diagnostic 
test in the books—maybe one will show what’s 
wrong”), he is bound to increase the cost of care. 
If he over-prescribes expensive medications or 
neglects to issue a “stop” order, up go the costs 
again. If he makes no attempt to get his patients 
into the hospital early in the day, then the workup 
and laboratory tests must be postponed and an 
unnecessary day of hospitalization further in- 
creases the cost. If he doesn’t get around to order- 
ing discharge for a patient who is ready to go 
home, still another costly day of care is involved. 

No lay person wants to tell the physician how to 
practice medicine, and the medical profession is 
understandably touchy in this area. That is why an 
article in the April issue of the Journal of the Medi- 
cal Society of New Jersey has such importance, for 
it was written by a hospital medical staff member, 
a practicing physician, who takes his colleagues to 
task for their contributions to higher costs of medi- 
cal and hospital care. 

The physician is Dr. George Vail Stoddard, who 
i$ on the staff of the East Orange (N. J.) General 
Hospital, one of the institutions cooperating in the 
American Hospital Association's cost study. 

While the powerful new “wonder drugs” have 
been a dramatic chapter in the progress of medi- 
cine, Dr. Stoddard warns that overuse of these 
drugs is not without hazard to the patient. “Such 
bogging down the system with medicines,” he 
writes, “might be likened to the dilemma of the 
paratrooper who put on four parachutes just to be 
sure one would open; but the four became so 
tangled that none of them worked.” 

Dr. Stoddard points out that the old standbys of 
diagnosis (a careful history, meticulous study of 
physical signs, and the use of simple tests) might 
seem unglamorous when compared to the bright 
array of new devices for penetrating the mysteries 
of cellular metabolism and an endocrine chemistry. 
“But until we have a body-tuning device that will 
hand us the diagnosis on a slip of paper, we will 
have to use a combination of old and new methods 
_.. We have the airplane, but we must not forget 
how to walk.” 

Every physician wants to do all in his power to 
heal his patient. Dr. Stoddard’s point is that doing 
all in one’s power is not necessarily synonymous 
with doing everything in the books. It is this latter 
practice which the Association’s cost-reduction 
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Aim of the American Hospital Association: To pro- 
mote the public welfare through the development of 
better hospital core for all the people. 


project is trying to curb. But without the under- 
standing, the cooperation and the desire of all staff 
physicians to bring costs down, the real core of the 
problem can never be attacked. 


We need more than the Golden Rule 


TIME MAGAZINE RECENTLY devoted two prominent 
pages to a description of the term “human rela- 
tions” which stems directly from the intention of 
present-day personnel practices. 

The aim of all organization activities with an 
employee group is to so organize their work toward 
furthering the over-all objectives of the organiza- 
tion, such as a hospital, that it will bring them a 
maximum of personal satisfaction. These satisfac- 
tions are related to many factors, not the least of 
which is salary. But understanding of the objec- 
tives of the hospital, credit for work well per- 
formed and many other factors have much to do 
with employee satisfaction in caring for the sick. 

Last month the American Hospital Association’s 
Council on Administrative Practice discussed the 
Association’s project with Cornell University to 
study human relations in a group of hospitals. The 
purpose of this study is to discover the opinions 
of supervisors and employees down the line as to 
what it is like working in a hospital. This may 
furnish valuable understanding to administrators, 
governing boards and medical staffs as to how 
workers can be better motivated. 

The Council on Administrative Practice came to 
the usual conclusion that the code for proper em- 
ployee motivation is the Golden Rule. This is one 
step, and an important one, in understanding hu- 
man relations. Too often, however, interest in 
personnel has waned when a group has come to 
this conclusion. The question which logically fol- 
lows is: “Assuming the ideal hospital is one in 
which top management always follows the Golden 
Rule, do the employees understand that this is 
true?” The answer given by industry, which has 
conducted research along these lines, indicates 
clearly that most employees have no idea of the 
objectives of the organization or of its true atti- 
tudes and intentions of management. 

It has been popular lately to poke fun at what 
has been labeled “group think,” the democratic 
process of discussion between supervisors and em- 
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ployees of the workings of an organization. Any 
means of communication may do a bad job, but 
the findings of the pilot study which led to the 
Cornell investigation clearly indicate that many 
hospital employees lack interest because they have 
no idea that their interests are being considered, 
what the over-all objectives of the hospital are, or 
what their place is in attaining those objectives. 


Administrative decision on postage 


ARE NONPROFIT HOSPITALS included in the descrip- 
tion “religious, educational, scientific, philanthrop- 
ic, agricultural, labor, veteran or fraternal or- 
ganizations”? Nonprofit hospitals have always 
considered themselves philanthropic with over- 
tones of educational, scientific and, in specific in- 
stances, religious activity. But direct issue with 
that interpretation has been taken by Osborne A. 
Pearson, assistant postmaster general in charge of 
the Division of Letter and Miscellaneous Mailing. 
In a form letter to nonprofit hospitals applying for 
exemption from postal rate increases, he has said: 

“It is recognized that institutions such as the 
one herein referred to often maintain free clinics 
or clinical service at a nominal fee; provide labora- 
tory tests and examination; and conduct training 
courses for physicians and nurses; thus, in part, 
being philanthropic, scientific and educational, 
respectively. However, these functions are merely 
incidental to the institution’s principal purpose, 
that of giving hospital care and treatment to pa- 
tients, and for this service charges are made and 
payments required in accordance with established 
rates and fees.” 

Last fall, when Congress increased postal rates 
on second class matter (newspapers and periodi- 
cals) and third class mail (bulk mailing, pamph- 
lets, catalogs, books) it provided that these 
increases should not apply with respect to “religi- 
ous, educational, scientific, philanthropic, agricul- 
tural, labor, veterans or fraternal organizations” 
not organized for profit. It seems clear that these 
exemptions were intended by Congress to extend 
to nonprofit hospitals. 

The nonprofit voluntary hospital is rooted deeply 
in the philanthropic tradition. With the support 
of philanthropy and community efforts, it performs 
a necessary function in our society. Government 
encourages voluntary effort by tax exemption be- 
cause its performance of these activities would 
require much greater expenditure of tax funds 
under circumstances where equal effectiveness 
would be more difficult. To curtail voluntary 
efforts is to curtail philanthropy. 

The error of this administrative decision is high- 
lighted by the fact that postal rate exemptions 
sought by voluntary hospitals are primarily for 
mailings to encourage the support of the philan- 
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thropic activities of the hospital. These mailings 
include descriptions of the hospital philanthropic 
activities, promotional pamphlets and letters so- 
liciting support. 

The American Hospital Association is taking 
steps through legal counsel to appeal for modifica- 
tion of this administrative decision. Fortunately 
the decision itself suggests that additional evidence 
may be submitted. The hospital field should not 
lose this opportunity to explain its true nature. 


An adjunct to social security 


JuLy 1 OF THIS YEAR marks the date when the 
first social security benefits will be paid to hospi- 
tal employees who became covered on January 1, 
1951, and have reached 65 years of age. These em- 
ployees are qualified providing, of course, that 
they do not earn more than $50 per month. In re- 
lation to the small contributions they and their 
employers have paid into the social security fund, 
the benefits are very generous—there being no 
actuarial relationship between them. Also of great 
importance is the fact that hospitals can terminate 
the employment of those who are too old to work 
without the feeling that such employees are with- 
out any financial support. 

At the present time approximately 75 per cent 
of the voluntary hospitals are participating in the 
social security program. It is easy to assume that 
all employees of these hospitals will qualify for 
the minimum benefits under this program but the 
fact is that this is not likely to be true in the future 
unless a worker became covered on January l, 
1951, and then continues to work in covered em- 
ployment, without interruption, from that date 
until reaching 65. Many hospital employees will 
be in and out of covered employment. Thus, their 
average monthly social security benefit will be 
lower than the maximum. While the present pri- 
mary old age benefit under social security now 
averages about $44 per month, the Social Security 
Administration estimates that by 1960 the average 
for men will be about $53 and for women about 
$38 per month. 

It is estimated that most employees, after retire- 
ment at age 65, require about 50 per cent of their 
salary, and this should be payable to them as long 
as they live—an average of about 15 years after 
retirement at age 65. If this amount of income is 
not available, many will find it impossible to leave 
their jobs when they should. Keeping them on the 
payroll beyond the time they should be eligible 
for social security may be very expensive. Admini- 
strators and governing boards will find it worth 
while both in dollars and in personnel efficiency 
and stability to consider the advantages the Ameri- 
can Hospital Association Retirement Plan offers 
as an adjunct to social security. 
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What one hospital is doing about 


OSPITAL CARE IS expensive to- 
| | day. So is every other service 
and commodity purchased by the 
public. When hospitals are con- 
vinced that the services which they 
offer are priced at reasonable lev- 
els, the public should be so in- 
formed—and not in an apologetic 
manner 

The Council on Professional 
Practice of the American Hospital 
Association inaugurated a pilot 
study some months ago to discover 
possible ways to reduce the pa- 
tients stay and to lower the ex- 
pense. Later, a number of member 
institutions, including the Orange 
Memorial Hospital (a unit of The 
Hospital Center at Orange), were 
invited to conduct similar studies. 
This general hospital has 370 beds 
and 65 bassinets. The initial study 
was limited to certain depart- 
ments. The plan had five points for 
procedure: 

1. Send a letter to 500 former 
semiprivate and private patients 
selected at random from those ad- 
mitted from July to November 
1951. In his letter, the administra- 
tor gave a few facts about the 
financial condition of the hospital! 
and explained the purpose of the 
study, requesting constructive com- 
ments. A self-addressed, stamped 
envelope was enclosed. 

2. Send a similar letter to the 
180 members of the active medical 
staff 

3. Interview representative 
members of the medical staff, key 
personnel of the various depart- 
ments and inpatients 

4. Install “suggestion boxes” in 
sites available to patients, visitors, 
medical staff and employees. 

5. Make independent observa- 
tions of activities in the several 
departments 

If startling ideas had been ex- 
pected, the results would have 
been disappointing. Some interest- 

Miss Bitz is administrative assistant and 


Dr. Clay is administrator of The Hospital 
Center at Orange (NJ i 
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ing information was obtained, 
however, and this is summarized 
below. 

Only 57 of the 500 patients to 
whom letters were sent by first 
class mail replied. The majority 
were pleased by the invitation to 
comment. Acknowledging that hos- 
pital costs are high, most said that 
other necessities are proportionate- 
ly as high or higher. Few attempt- 
ed to suggest means of reducing 
costs without impairing service. 

An admitting worker and or- 
derly frequently escort a patient to 
his room and a nurse or nurse's 
assistant and an orderly usually 
accompany a patient on discharge: 
but no one considered this un- 
necessary service. Two clean sheets 
and a draw sheet have been put on 
most beds daily (some received 
more). Opinion was about equally 
divided as to whether this practice 
was wasteful. Some got too much 
food, others not enough; but most 
were satisfied with the quality. 
Many complained of cold coffee. In 
commenting on seeming indiffer- 
ence or discourtesy displayed by 
® few nurses and other employees, 
most patients recognized this irri- 
tability as common to people in all 
walks of life and a number ex- 
pressed gratitude to the nurses and 
others who gave them such excel- 
lent care. The consensus seemed to 
be that the hospital was adminis- 
tered efficiently and economically. 

Our requests for comments ap- 
parently reminded several patients 
to send checks for overdue bills, 
although the letter did not mention 
this. Others sent contributions to 
help reduce the deficit, but offered 
no suggestions for economies. One 
is tempted to conclude that the 
general public in this community 
cannot be too deeply concerned 
about hospital costs at the present 
time if only 57 of 500 persons 
would reply to the letters from the 
administrator. 

The lack of interest exhibited by 
the medical staff was surprising. 
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Only nine of the 180 who received 
letters replied in writing. Several 
expressed their views to the ad- 
ministrator in the corridors or in 
his office. Some suggested that 
there were too many auxiliary 
workers. Others recommended im- 
provement of service, but not in 
the hope of reducing cost. One ac- 
tually said that the charge for a 
given service was too low! 

It was remarkable that only a 
few doctors realized their strategic 
position in the cost situation. Most 
professed not to understand that 
they controlled the cost per case to 
a considerable degree. Most were 
content to let the “lay board and 
administration’ worry about hos- 
pital costs and how to reduce them. 
Contacts with the doctors during 
the study made very evident the 
urgent need for better means of 
giving them information on hos- 
pital economics and enlisting their 
cooperation. 

The series of personal interviews 
with representative members of 
the medical staff had no important 
results with regard to reduction of 
hospital costs, but this select group 
appeared to have a better insight 
into the problems of hospital 
finance. Such interviews gave an 
opportunity to enlighten them fur- 
ther. Possibly through this group, 
other doctors will receive a better 
understanding. 

Interviews with key employees 
revealed some lack of cooperation 
between departments. The need for 
better orientation, training and su- 
pervision of personnel was stressed 
repeatedly. The staffs of the admit- 
ting office, nursing service, labora- 
tory, x-ray department, purchasing 
department and pharmacy were 
particularly aware of the potential 
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value of medical staff cooperation 
in observing established hospital 
procedures. Among the procedures 
mentioned were those on reserva- 
tions; admissions and discharges; 
the proper coordination and timing 
of orders for special examinations; 
prescribing of less expensive prep- 
arations of drugs; and the estab- 
lishment of standards for diets, 
pharmaceuticals and surgical sup- 
plies. 

The 35 inpatients who were in- 
terviewed failed to mention any 
points which had not appeared in 
the 57 letters from former patients. 

As expected, most of the sugges- 
tion box contributions were anony- 
mous and unrelated to the study, 
but they gave the individuals an 
opportunity to air “gripes.”’ A num- 
ber of the ideas did cover minor 
points of irritation which were 
eliminated when brought to the at- 
tention of the administrator. 

Personal observations in the va- 
rious departments were discussed 
with the administrator and he was, 
thus, better informed of depart- 
mental activities and able to for- 
mulate plans to correct many ex- 
isting deficiencies. For example, a 
special study of occupancy was 
done. With 370 beds (including 65 
maternity and 43 pediatric) the 
occupancy rate in 1951 was 66.1 
per cent. The maternity occupancy 
rate was only 52 per cent and that 
in pediatrics only 40.5 per cent. 
A comparison of Orange Memo- 
rial Hospital with six of its neigh- 
bors revealed that the two nearest 
had maternity occupancy rates of 
about 50 per cent and 63 per cent 
and that those two, together with 
Orange Memorial, averaged only 
27 births per bed in 1951. On the 
other hand, three of the hospitals 
a few miles away had an average 
occupancy in maternity of about 61 
per cent to 87 per cent and aver- 
aged 63 births per bed in 1951. 

It was apparent that the hospi- 
tals in Orange had too many ma- 
ternity beds. Consequently, the 
number of beds in the obstetrical 
department which currently is be- 
ing modernized will be reduced 
and one floor will be available for 
other types of cases if the demand 
for maternity accommodations de- 
creases due to a shorter stay, a 
decline in birth rate, or other 
factors. (Similar flexibility is be- 
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ing achieved in the new pediatric 
department.) A more immediate 
result has been the closing of one 
of three obstetrical floors. 

Results of such a study are diffi- 
cult to appraise accurately. Some 
ideas were already in the minds 
of administrative and supervisory 
personnel and needed only a slight 
impetus to be put into action. In 
other instances, a wholly new line 
of thought was stimulated by some 
casual finding. It is not claimed 
that all the changes enumerated 
below were due directly to the 
study, but they are some of those 
which have been put into effect 
during the study or ave proposed 
for the immediate future. 


RESULTS OF STUDY 


Admitting and discharge pro- 
cedure: Advance registration of 
maternity and of tonsillectomy pa- 
tients (others to be added later). 
Encouragement of discharges ear- 
ly in the day to permit incoming 
patients to have more laboratory 
and other special services on the 
day of admission. Expectation of 
developing centralized admitting 
to the extent of reproducing the 
many forms required by a dupli- 
cating process. More prompt noti- 
fication of impending discharge to 
reduce “late charges’ for drugs, 
x-rays, and other services which 
lead to poor collection of accounts. 

Special service charges: Private 
ambulatory services in laboratory, 
x-ray department and physical 
therapy department gradually be- 
ing placed on a “cash and carry” 
basis to reduce the load on ac- 
counting and collection depart- 
ments. 

Dietary department: Complete 
change in organization and man- 
agement of food service to provide 
better training and supervision of 
employees and use of supplies. 

Personnel management: Spon- 
soring of courses in management 


‘techniques, supervision and human 


relations at the hospital for ad- 
ministrative and supervisory per- 
sonnel. Courses conducted by state 
university's extension division. 
Linen distribution: Expectation 
of developing systematic control to 
curb wasSteful practices. 
Messenger service: Extension of 
present rudimentary service for 
distribution of interdepartmental 


mail to include picking up of 
requisitions and delivery of all 
supplies to nursing units and other 
locations. 

Occupancy: Subdivision of 10 
and 12 bed wards to provide great- 
er flexibility in accommodating 
more semiprivate patients on de- 
mand. Provision of greater flexi- 
bility in maternity and pediatrics 
departments as noted above. 

Lines of communication: Publi- 
cation of monthly paper to supply 
vital information to employees, 
medical staff, woman's auxiliary 
and public. Publication of monthly 
staff newsletter, supplemented by 
conferences and personal inter- 
views with doctors, to acquaint 
them with the hospital's program 
and problems. Opening the meet- 
ings of the board of trustees to 
five different doctors each month 
(in addition to the two medical 
staff officers who are ex-officio 
board members); inclusion of doc- 
tors on more committees of the 
board. Talks to department heads, 
graduate and student nurses, wom- 
auxiliary, “service clubs’ and 
others on hospital finances and re- 
lated topics. 

House staff supervision: Closer 
supervision to curb undue depend- 
ence on x-rays and laboratory ex- 
aminations and to reduce unnec- 
essary ordering of expensive drugs 
and extension of hospital stay for 
unwarranted reasons. 

Miscellaneous: Further consid- 
eration of attempting to extend the 
schedule of operations over a 10 
or 12 hour period daily and to 
offer regular laboratory and x-ray 
service for more hours daily. We 
have not uncovered much positive 
evidence of frequent prolongation 
of hospital stay because these serv- 
ices are not available more hours a 
day. Obviously, hours cannot be 
extended unless personnel can be 
obtained, and it is becoming in- 
creasingly apparent that nurses 
and technicians resist working eve- 
nings, weekends, or holidays. 

Actually the study is not over. 
It will be very much alive because 
the advantages of keeping an open 
mind and of inquiring into the 
whys and wherefores of every as- 
pect of hospital activity have been 
demonstrated too clearly to let the 
lesson be forgotten. Perhaps we 
shall discover something new! 


77 


” 
4 
2 
a 
‘ 
* 


4 


Trade union programs 


and the hospital 


MARTIN R. STEINBERG, M.D. AND HAROLD AARON, M.D. 


OST HOSPITALS !n this country 
Vi are constantly trying to find 
ways to decrease waste and mis- 
use of their services, increase in- 
tensive utilization of their facili- 
ties, and at the same time, keep 
costs as low as possible. And in the 
majority of hospitals, most of the 
facilities are needed and used 
most of the time. 

But not infrequently, there is 
one section of the hospital—-the 
outpatient department—which is 
used only part of the day. With 
few exceptions, the outpatient de- 
partments are in service only from 
8:30 or 9:00 AM. until 4:30 or 
5:00 p.M. Hence there arises, even 
besides the problem of under- 
utilization, that of greater ex- 
penses and higher costs. 

Our, hospital, Mt. Sinai, also had 
been concerned about this prob- 
lem for some time. We searched 
around and tried various things- 
a night clinic for the psychiatric 
treatment of veterans: a night clin- 
ic for group psychotherapy for 
patients with colostomies; a night 
But these 
activities, while sufficient in them- 
selves, still did not completely 
solve our problem. So we contin- 
ued looking, and this is what hap- 
pened 

One day, rather unexpectedly 
and completely unsolicited, we 
were approached by the medical 
consultant of a local union, Dis- 


cancer detection clinic 


Dr. Steinberg is director of the Mount 
Sinai Hospital in New York City, and Dr 
Aaron is medical consultant to District 65 
Security Plan of the Distributive, Process- 
ing and Office Workers of America 
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trict 65 of the United Distributive, 
Processing and Office Workers of 
America. Under its health and wel- 
fare security plan, this union 
wished to provide periodic com- 
prehensive physical examinations 
for its 35,000 members. It wanted 
to work on this project with one 
specific hospital which had ac- 
commodations such as ours, be- 
cause for its purposes, the union 
would prefer having the exami- 
nations given at times other than 
during the normal working day— 
the very hours during which our 
outpatient department usually 
was not being used. We, of course, 
instantly became overjoyed with 
the prospect, and so it was in June 
1951, after the trustees of the un- 
ion’s security plan (jointly ad- 
ministered by employer and em- 
ployees) approved the proposal, 
that the arrangements for a physi- 
cal examination program were 
made with the director of our 
hospital. 

The examinations were to be 
conducted in the outpatient de- 
partment after 5:30 P.M. on week- 
days and between 2 and 6:30 P.M. 
on Saturdays. As given, the ex- 
aminations were unique in that 
they included a complete diagnos- 
tic appraisal of the teeth and 
other structures of the mouth and 
jaws, including x-ray studies when 
necessary. A staff of 26 dentists 
who were associated with the hos- 
pital performed the oral examina- 
tions, under the supervision of the 
chief of the dental department. 

The general physical examina- 


tions were performed by a staff 
of 43 physicians, many of them 
specialists in internal medicine 
and associated with medical serv- 
ices of the hospital. Each union 
member obtained a 70 millimeter 
chest photofluorogram, supple- 
mented by fluoroscopic study and 
larger film when necessary; a sero- 
logical blood test for syphilis; a 
hemoglobin determination, and a 
urine examination. A direct re- 


cording electrocardiogram was 
taken whenever the history or 
physical examination suggested 


heart disease. Chest photofluoro- 
grams were read and interpreted 
by a member of the roentgenology 
department of the hospital. 

A special feature of this diag- 
nostic survey was the attention 
given to women’s diseases. In ad- 
dition to the usual physical ex- 
amination by an _ internist, all 
women over 40, all who had borne 
children, and all who gave a his- 
tory or some evidence of pelvic 
disease were examined by a gyne- 
cologist. Biopsies and cytological 
smears were performed in instanc- 
es where there was suspicion of 
cancer or a pre-cancerous condi- 
tion. 

At the conclusion of the exami- 
nations, the physicians interpreted 
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the physical and laboratory find- 
ings and discussed them with each 
person examined. The union's se- 
curity plan staff then assisted the 
members, in cases where diagnosis 
showed it to be necessary, in ob- 
taining immediate hospital admis- 
sion. In other instances where dis- 
ease was discovered, arrangements 
were made for special therapeutic 
and diagnostic services in clinics 
or in the offices of private practi- 
tioners. Careful follow-up care was 
provided for every abnormality 
discovered through these «xamina- 
tions. The fees for such medical 
services were paid by the members 
themselves, but any surgical fees 
and in all cases, the costs of the 
examinations, were paid out of the 
union’s security plan fund. 

Approximately 150 members 
were examined at each session, 
and an average session lasted about 
five hours. There were 70 sessions 
in all and a total of 10,429 per- 
sons were examined. For each un- 
ion member examined, the hospi- 
tal received $2, which was to cover 
direct and overhead expenses. 
Physicians and _ dentists, also, 
were paid by the security plan 
fund and they each received $20 
for a session of 2% hours. For 
every five hour session they 
worked, the technicians and nurs- 
es received $10 apiece from the 
fund. The total cost to the union 
for each examination averaged $11 
per member, but the _ entire 
amount was paid out of the funds 
of the security plan—at no cost 
to the individual members. 

From the _ hospital’s point of 
view, these examinations were, 
and are, important for several 
reasons. First of all, they pro- 
vided one answer in our search 
for more intensive utilization of 
an expensive hospital facility. In 
financial terms, this means the 
hospital deficit is reduced and that 
more money is made available for 
the treatment of the medically in- 
digent on the wards and in the 
clinics. The hospital charge of $2 
per examination, although mod- 
erate from the standpoint of their 
use value, was greater than the 
actual cost to the hospital since 
the overhead factor of running the 
outpatient department had already 
been written off. The only addi- 
tional expenses incurred were 
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small items for power and light- 
ing; laboratory and other supplies. 

Secorid, and perhaps of greater 
importance, more than 10,000 
members of the community re- 
ceived a comprehensive physical 
examination and any lesions de- 
tected received immediate medi- 
cal attention by the physicians in 
the community. Important, too, is 
the fact that the union's welfare 
funds (which are really communi- 
ty funds since they exist for the 
benefit of a large number of the 
community) were expended in the 
most economiccl way and thus 
produced the service for which 
they were intended, at the small- 
est cost per unit. 

Since these examinations were 
begun, several other unions have 
asked the hospital about providing 
a similar service for their mem- 
bers, such service also to be paid 
for out of their welfare funds. 
This, we feel, is also an indication 
that many unions are moving for- 
ward, because although an occa- 
sional union undertook to provide 
some health and welfare benefits 
for its members even before World 
War I, it was not until 1926 that 
the first collective bargaining 
agreement to provide non-occupa- 
tional sickness and accident bene- 
fits was negotiated. 


PRESENT OUTLOOK 


This new trend in welfare ac- 
tivities by unions became accelera- 
ted during World War II when na- 
tional taxation and wage policies 
prohibited across-the-board wage 
increases. Employers were permit- 
ted to contribute to “security 
plans” or “health and welfare 
funds” administrated by joint em- 
pioyer-union committees or by the 
unions themselves. Since World 
War II, this trend in the growth 
of union welfare and health funds 
has increased so that by mid-1950 
the number of industrial workers 
covered by collectively-bargained 
pension, social security, or health 
insurance benefits was more than 
double those covered in 1948. 

A few unions have used their 
own, or employer-contributed wel - 
fare funds, to build health centers 
which provide diagnostic and ther- 
apeutic services for members. But 
only a small! fraction of trade un- 
ion welfare funds in the United 


States provide comprehensive med- 
ical service benefits for their mem- 
bers and families through prepay- 
ment insurance programs. There 
is no doubt, however, that the wel- 
fare funds of trade unions com- 
prise a significant part of the total 
community resources for medical 
and welfare activities in the United 
States today. 

Of the 56 million persons com- 
prising the wage-earning popula- 
tion of the United States, about 15 
million, mostly industrial workers, 
are organized in unions. And of 169 
unions with a total membership of 
11,500,000. which reported on so- 
cial and health benefits in 1950 to 
the Committee on Labor and Pub- 
lic Welfare of the United States 
Senate, it was estimated that 
about 5 million members had hos- 
pital benefits and some kind of 
surgical indemnity insurance. The 
current trend seems to indicate 
that the number of unions pro- 
viding health and welfare facili- 
ties, as does District 65, will con- 
tinue to increase. 

District 65, as a matter of fact, 
has been providing hospitalization 
and surgical indemnity for its 
members and families for the past 
10 years. In 1949, it organized and 
administered the first in its series 
of periodic, comprehensive physi- 
cal examinations for its member- 
ship. This examination was con- 
ducted in the union headquarters. 
One entire floor of the building 
was converted into an examina- 
tion clinic, and examining equip- 
ment was rented from a surgical 
supply house. The examinations 
were performed by physicians 
(mostly internists) during the 
hours from 5 to 10 P.M., and in- 
cluded such laboratory tests as 
blood serology, hemoglobin, and 
urine analysis. But with the ex- 
pansion of both the size of the 
union and the number of elements 
constituting a complete physical 
examination, District 65 realized 
that its facilities were no longer 
adequate, and it turned to the 
hospital. 

It is our hope that these cooper- 
ative arrangements with unions 
for periodic comprehensive ex- 
aminations of their members will 
continue and that the idea will 
spread to other organizations and 
other hospitals. 
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An experimental 
ward unit 


(Continued from page 55) 


Reflected light has, also, an im- 
portant bearing on window design 
and the height of the ceiling. In- 
creasing the size and height of the 
window brings a proportional in- 
crease in direct light (for this rea- 
son very large windows and high 
ceilings are used in schools); but 
once reflected light is taken into 
is found that an in- 
crease in window size does not 
bring anything like a proportion- 
ate increase in daylight. (This is 
because light escapes out of a win- 
dow as well as coming in through 
it, and in fact the window acts as 
a black wall.) The results also 
showed that windows running 
down to floor-level admit a useful 
amount of light reflected from the 
ground outside 

Finally, a special design of win- 
adow was evolved which, while 
permitting light to strike into the 
center of the ward, cut off the 
view of the sky from the outside 
beds. By this design the center of 
a ward, 43 feet 3 inches wide, 
would be adequately daylighted 
with a ceiling height of only 
10 feet. 

These novel findings mean that 
the economies and advantages of a 
wide, compact ward  design— 
which economizes on walking, 
heating and so on—need not be 
negated by an expensive high ceil- 
Ing. 

Hospital wards are notoriously 
noisy and this is one of the princi- 
pal causes of discomfort to the pa- 
tients. Figure 3 shows the sources 
of noise and the positions of the 
noise-resisting walls and ceiling 
absorbents. Generally, heavy bear- 
ing walls which form part of the 
structure form useful barriers to 
airborne sound. In order to make 
a further improvement in condi- 
tions, however, it was necessary 
to make use of sound absorbent 
areas in the ceilings at certain 
points. 

The nature of the structure is 
advantageous in checking struc- 
ture-borne sound, by comparison 
with the usual form of steel or 
concrete frame. In addition, the 
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floor surface is isolated from the 
structural slab by a layer of glass 
silk quilting. The floor finish— 
cork tiles—was selected with a 
view to minimizing impact sounds. 

The ward auxiliary rooms in- 
corporate the results of time and 
motion study; in particular the 
clean utility and dirty utility 
rooms are arranged in such a way 
as to provide a proper sequence of 
work. Immediately inside the door 
of the dirty utility room are ar- 
rangements for the disposal of 
soiled materials and refuse. Fur- 
ther into the room are the pro- 
visions for the washing of flirty 
bowls and instruments. After 
washing, these are passed through 
a hatch into the sterilizer in the 
clean utility room. The clean utili- 
ty room is itself connected by a 
hatch to the treatment room. 

The value of treatment rooms is 
now generally accepted and they 
are included in most projects. If, 
however, they are not to add to 
the work of the nurses, they must 
be near the center of the beds 
they serve, and have direct access 
from the utility room for instru- 
ments, dressings and so on. The 
treatment rooms have their own 
supply of heated and filtered air. 
Twelve to fifteen air changes per 
hour are provided to obviate the 
risk of cross-infection when treat- 
ments are carried out in close 
succession, 

The ward kitchen is equipped 
for tea-making and light cooking 
but the main meals are supplied by 
cart from the hospital kitchen. The 
cart elevator is immediately op- 
posite the kitchen. 

The day space is placed within 
easy reach of the kitchen to en- 
able meals to be served in it to 
those of the patients able to sit up. 
These patients may amount to 
30 per cent to 40 per cent of the 
cases under modern conditions 
and, of course, meals served in the 
cay space involve less work than 
meals served to a patient in bed. 

Individual wardrobe lockers are 
provided in the ward for all pa- 
tients, and their clothes are readi- 
ly available when it becomes pos- 
sible for them to get up. 

The section drawing (Fig. 4) 
shows the flush cé@bling, entirely 
free from beams, made possible 
by the flat slab construction. It 


also shows the positions of the 
embedded heating panels and the 
areas of acoustic treatment. 

The structural form arises out 
of the plan, and was developed 
simultaneously with the planning 
from the earliest design § stage. 
Thus the cross divisions at 20-foot 
centers naturally became bearing 
walls. It was found that these walls 
did not require reinforcement in 
such a comparatively low building. 
The structure therefore consists of 
6-inch concrete block cross walls 
at 20-foot centers supporting flat 
reinforced concrete slabs which 
form floors and roof. At intervals, 
the cross walls are paired, five feet 
apart, forming plumbing units and 
ducts. 

The non-structural external 
walls are supported on the canti- 
levered floor slabs, and are normal 
cavity walling with foamed slag 
blocks for the inner skin. As the 
cross walls are of block construc- 
tion, the only shuttering and rein- 
forcement needed is for the floor 
and roof slabs. The shuttering is 
extremely simple as there are no 
beams. Panel heating is incorpo- 
rated without varying the thick- 
ness of the slabs and acoustic 
treatment is recessed one inch into 
the underside. 

The ward block at Greenock is 
only one of many ways in which 
the fundamental requirements of 
ward planning can be satisfied. 
Another plan based on the same 
fundamental principles is suitable 
for an east-west orientation, the 
plan being one of several alterna- 
tives used in other experimental 
buildings in Northern Ireland. 

The fundamental principles em- 
bodied both in this plan and in the 
Larkfield wards are: 

1. Short compact planning. Ward 
blocks should contain at least two 
beds for every 10-foot run. 

2. Ancillary rooms should be in 
the center to reduce walking dis- 
tance. 

3. Lavatories and washing fa- 
cilities on a scale of not much less 
than one to four beds and de- 
centralized so that patients can 
use them as soon as possible. 

4. Adequate day space adjacent 
to kitchen. 

5. The remaining beds to be in 
a fairly open layout for ease of 
nursing. 


HOSPITALS 


i, 
4 
& 
3 


OK snore are no through holes in the 
New Cutter Saftitabt Stopper 


Here's simplified technic with closed-stopper salety 
and open-stopper convenience Cutter is the only 
intravenous solution line protected throughout by solid- 
stopper safety Good News! This safety exclusive costs 
no more. Cutter Laboratories. Berkeley, California 
tCutter Trade Mark 

Simplify For Safety With Cutter 
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Primary seal — 
diaphragm integral 
part of stopper 


Secondary seal—ba!! 
valve under pressure 
and vacuum 


Sa pecans it’s SOLID 


EDICAL REVIEW 


Boric acid—poisonous chemical 


and doubtful antiseptic 


CHARLES U. LETOURNEAU, M.D. 


ESPITE THE not-infrequent re- 
[) ports in the medical litera- 
ture of poisoning by boric acid 
through sensitivity or inadvert- 
ence, this relatively ineffective 
chemical substance continues to be 
used in hospitals and in medical 
practice. For many years it has had 
the confidence of the medical pro- 
fession as an antiseptic, but in re- 
cent times, it has been superseded 
by more potent, less toxic drugs 
that are capable of killing patho- 
genic organisms (that cause dis- 
case in man) without injury to the 
patient 

One of the most recent cases of 
boric acid poisoning was reported 
by Brooke and Boggs,.' where a 
nine-month old baby girl devel- 
eped a diaper rash which was 
treated with home remedies with- 
out success. The rash progressed 
and the family doctor was con- 
sulted. He instructed the father to 
apply zine oxide paste to the rash. 
Without the doctor's knowledge, 
however, the father also sprinkled 
powdered boric acid freely on the 
diaper:sand on the rash itself. The 
baby got worse, vomited several 
times and was finally admitted to 
the hospital in an extremely toxic 
condition with a high fever, rapid 
pulse and respiration and a red, 
spotty rash on the head, face, 
neck and upper extremities. 

Despite heroic treatment, the 
baby died 26 hours after admission 
to the hospital. The diagnosis of 
boric acid poisoning was suggested 
trom the large amounts of boric 
acid on the diaper and from the 


Dr. Letourneau is secretary of the Coun- 
cil on Professional Practice of the Ameri. 
can Hospital Association 


82 


characteristic appearance of the 
infant. But there is no known spe- 
cific treatment for boric acid poi- 
soning, and death under the 
circumstances was inevitable. The 
diagnosis was confirmed by a post 
mortem examination with the 
identification of boric in the tissues 
on spectrographic analysis. 

Another case, reported by Wat- 
son*® concerned a four and one-half 
month old baby who was admitted 
to the hospital because of a very 
severe infantile eczema. After 
applying several remedies without 
success, boric ointment was or- 
dered to be applied twice daily to 
inflamed areas. Only three general 
applications were made with a 
total amount of ointment some- 
where between 60 and 100 grams 
being used. Within 24 hours of the 
first application of boric acid oint- 
ment, the temperature rose to 
102° F. and two hours later the 
baby began having convulsions 
which lasted about three hours 
during which time the temperature 
rose to 107° F. The child turned 
the color of a boiled lobster. Three 
weeks after the onset of convul- 
sions, the baby died. 

The diagnosis was not confirmed 
at autopsy, but the patient’s ap- 
pearance, symptoms and clinical 
course resembled known cases of 
boric acid poisoning and, in addi- 
tion, tests for boric acid in the spi- 
nal fluid and urine were strongly 
positive on three occasions. 

These two cases might be con- 
sidered to be purposeful poisoning, 
since the boric acid was used for 
the purpose of producing a bene- 
heial effect on the patient. There 
have been others, but these are se- 


lected as examples to show how 
the application of this well known 
drug can cause death through sen- 
sitivity or overdosage. 


ACCIDENTAL POISONINGS 


More numerous, however, are 
the instances of accidental boric 
acid poisoning caused through the 
inadvertent administration of boric 
ucid in the place of something else. 
Adults have been poisoned in sev- 
eral ways, some fatally, through 
mistaken ingestion (swallowing) 
cr injection (intravenous or sub- 
cutaneous ). 

Peyton and Green’ reported that 
an adult was made violently ill 
when he received about 28 grams 
of boric acid in solution subcutane- 
ously in error. MelIntyre and 
Burke* reported only mild symp- 
toms in an adult who received 15 
grams intravenously, while a 45- 
year old woman _ reported by 
Brown, Brown and Murphy’ suf- 
tered only mild symptoms from the 
administration of 20 grams sub- 
cutaneously. Potter’s case was that 
of a 66-year old painter who 
swallowed at least 45 grams by 
mistake and died within three 
hours.° 

Fatal poisonings have also been 
reported following the placing of 
boric acid powder into wounds and 
boric acid solution into the blad- 
der, the empyema cavity and the 
bowel. There have also been un- 
reported instances of death follow- 
ing its use in the stomach in gas- 
troscopy.- 

Although the effect on adults 
may be mild, as shown by the rel- 
atively few fatal cases, the effect 
on infants is devastating. McNally 
and Rust’ reported six newborn 
infants who had each received a 
single feeding of from 3 to 6 grams 
of boric acid solution instead of 
water. All died ds a result. Young, 
Smith and McIntosh* reported the 
death of six newborn infants fol- 
lowing single feedings of boric 
acid believed to have been be- 
tween 1 and 2 grams. Both the 
powder and solution have caused 
death when they were accidently 
administered in food. Watson’ re- 
ports an instance of poisoning in- 
volving 19 infants in a New Jersey 
hospital with fatal results in four. 
The same author also believes that 
the Director of Public Health in a 
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and sound 


Almost any teaching or training program can be 
improved by the use of 16mm. sound film. Not only is 
interest added but learning is more efficient with the 
audio-visual combination. Such films can go right to the courtesy of The Edith Hartwell 
point and, when desired, they can carry the information, Clinic of the Strong Memorial 
findings, technics to many different audiences. 
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Present it...with 


the Kodascope Pageant 
Sound Projector 


Newest —finest— member of the Kodak 16mm. projector 
family. Features include: Handsome, one-case unit, 
complete with speaker. Superb tonal quality. Big, 
brilliant pictures with border-to-border screen 
sharpness. Completely portable—easy to carry and to 
set up—weight less than 33 pounds. Simple, quiet, cool 
operation—and it is lubricated for life. Operates on 


either AC or DC. List price, $400. 


For further information see your photographic 
dealer or write for booklet F1-54. 


EASTMAN KODAK COMPANY 
Medical Division, Rochester ®\N. Y. 


Complete line of Kodak Photo- 
graphic Products for the Medical 
Profession includes: cameras and , 
projectors — still- and motion-picture; & 
film — full color and black-and-white (includ- 

ing infrared); papers; processing chemicals; 
microfilming equipment and microfilm. 


Serving medical progress through Photography and Radiography 
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midwestern state requested hospi- 
tals to eliminate boric acid from 
the inventory of drugs on hand for 
use in maternity divisions follow- 
ing the death of two infants in a 
hospital attributed to boric acid 
poisoning. These instances of poi- 
soning taken from the medical 
journals of the United States and 
Canada should be sufficient to con- 
vince the most skeptical that boric 
acid can be a deadly poison. Many 
more instances can be documented 
from domestic and foreign journals 
to support this statement. 


INEFFECTIVE IN USE 


It is not sound argument, how- 
ever, to say that an effective drug 
should be dropped from use sim- 
ply because the occasional patient 
reacts unfavorably to the ordinary 
dose or because untoward reac- 
tions follow the accidental admin- 
istration of an excessive dose. 
When, however, a drug can be 
shown to be almost entirely inef- 
fective and at the same time dan- 
gerous in its general use it is time 
to remove the drug from general 
use as rapidly as possible. Boric 
acid is such a drug. 

The Pharmocopoeia of the 
United States” lists several prepara- 
tions of boric acid. The Merck In- 
dex'® states that serious poisoning 
can result from the ingestion of 5 
grams of boric acid. Sollmann'' 
writes that boric acid is not a dis- 
infectant. Even saturated solutions 
do not kill bacteria. Solutions of 
0.3 per cent check putrefaction 
and decomposition, but not the 
growth of pathogenic organisms. 
Boric acid preparations are fairly 
antiseptic, but not potently germi- 
cidal and it is questionable wheth- 
er they check bacteria under 
clinical conditions. 

Borax (sodium borate) is some- 
what less efficient. It does have 
some value as a food preservative. 

Edmunds and Gunn’ state that 
“boric acid is valueless as a disin- 
fectant, but has been used as an 
antiseptic dressing; it has the ad- 
vantage over many other antisep- 
tics of inducing very little 
irritation and of being only slight- 
ly poisonous, but experience has 
shown that it cannot be used with 
impunity in very large quanti- 
ties.” 

The principal uses of boric acid 
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or its solutions are in the eye and 
for irrigating body cavities. Boric 
acid solution is still widely em- 
ployed by mothers of small infants 
in the care of the eyes. Another 
use of boric acid is to cleanse the 
breasts of the mother before put- 
ting the infant to the breast. In 
powdered form, it has been used 
to dry weeping areas of skin, and 
in its ointment form, it has been 
used by physicians to treat various 
skin conditions, without very much 
in the way of positive results. 

As a result of his observations, 
Watson’ states that the use of boric 
acid preparations should be dis- 
couraged because of their limited 
usefulness and the real dangers of 
their accidental and _ intentional 
use. Brooke and Boggs' also feel 
that the therapeutic value of boric 
acid is doubtful and its antiseptic 
qualities minimal. There are bet- 
ter and safer substances available 
for uses as antiseptics, irrigations, 
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Isonicotinic acid hydrazide 


A GREAT deal of newspaper pub- 
licity has attended the use of iso- 
nicotinic acid hydrazide as a ‘““won- 
der drug” in the treatment of tu- 
berculosis. The drug has been 
known for some time, but has not 
been available in quantity until 
the recent release into the com- 
mercial field of hydrazine, an im- 
portant component of rocket fuel. 

This drug has excited consider- 
able curiosity especially among the 
sufferers of tuberculosis, and it 
seems important to evaluate, in 
the cold light of day, what is 
known about it. 

The most authoritative statement 
on the drug so far has come from 
the American Trudeau Society, the 
medical section of the National 
Tuberculosis Association. In a 
statement published in the April 


The Medica! Review department is 
edited by Cherles U. Letourneau, M_D.., 
secretary of the Council on Profes 
sional Practice 


wet-dressings and ointments. For 
this reason, boric acid and its solu- 
tions, ointments and other prod- 
ucts have been discontinued in 
many of the large hospitals in the 
United States and are furnished 
only on a special requisition by a 
physician. Any unused quantity 
is disposed of. This practice should 
be adopted by all hospitals. 
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and comment 


1952 bulletin of the National Tu- 
berculosis Association, the society 
reports that some optimism seems 
justified, but many important 
questions cannot be answered with- 
out further research. The immedi- 
ate results of treatment in human 
beings are good. Many patients lose 
their fever and cough, gain weight 
and feel better. 

Among patients with pulmonary 
tuberculosis treated, the x-ray 
changes have not been more favor- 
able than with similar cases under 
certain other methods of treat- 
ment, including other drugs such as 
streptomycin and paraaminosali- 
cylic acid (PAS). The amount of 
sputum has been decreased in many 
patients, but sufficient time has not 
elapsed to permit a positive state- 
ment regarding the complete elimi- 
nation of bacilli from sputum. A 
much longer period of treatment 
and observation will be necessary 
before it can be determined 
whether or not these drugs can 
bring about a complete elimination 
of tuberculosis germs from the 
body. Some experimentally in- 
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fected animals still harbor live 
tubercle bacilli after intensive 
treatment. There is no evidence 
that these drugs decrease the 
length of hospital treatment neces- 
sary. In some instances, the dura- 
tion of hospitalization may even be 
increased. So far, these drugs are 
not known to have any preventive 
action. So far, no patients are 
known to have been cured; longer 
treatment may be successful. 

Not only has the value of the 
drug not been proved as yet, but its 
manufacture for general use has 
not been authorized by the Food 
and Drug Administration, though 
application has been made by sev- 
eral manufacturers. Pending ac- 
tion by the F.DA., the drug is 
available for investigative pur- 
poses only. 

The drug is easy to manufacture 
and will probably be inexpensive; 
it can be made in tablet form and 
can be taken by mouth, a simpler 
procedure than the injection neces- 
sary with streptomycin; it is not 
patentable and any drug company 
can make it. It will be months at 
least, possibly years, before the an- 
swers can be obtained to all the 
questions that are now being asked. 


Artificial respiration 


A new, improved method of 
artificial respiration has been 
adopted by the armed forces, 


American Red Cross, Public Health 
Service, American Medical Asso- 
ciation and many other national 
organizations. It is termed the 


back-pressure arm - lift method 
and has been used in Norway, 
Denmark and other European 


countries for several years. 
The new method has gained in 
popularity for four reasons: (1) 


It permits greater exchanges of 
air in the victim; (2) it can be 
administered without undue fa- 
tigue to the operator; (3) it can 
be performed by a small person on 
a large person, and (4) it is easily 
taught. 

Correct positions for the back- 
pressure arm-lift method are illus- 
trated on this page. 

1. The victim is placed in a 
prone position with elbows bent 
and one hand upon the other. The 
face is turned slightly to one side 
with the cheek upon the hands. 
The operator kneels on either one 
or both knees at the head of the 
victim and places his hands upon 
the flat of the victim’s back so 
that the heels lie just below a line 
running between the armpits. With 
the tips of the thumbs just touch- 
ing, the fingers are spread down- 
ward and outward. 

2. To start the cycle the opera- 
tor places his hands on the vic- 
tim’s back so that the thumbs just 
touch and the heels of the hands 
are just below a line running be- 
tween the armpits. 

3. He then rocks forward slowly, 
keeping the elbows straight, until 
his arms are approximately verti- 
cal, exerting steady pressure upon 
the victim's chest. 

4. Then he _ rocks backward, 
slowly sliding his hands to the 
victim’s arms just above the el- 
bows. 

5. Continuing to rock backward 
he raises the arms until resis- 
tance and tension are felt at the 
victim's shoulder. Then he drops 
the arms and thus completes a full 
evcle. The cycles are repeated 10 
to 12 times a minute, the expan- 
sion and compression phases being 
of equal length, and the release 
periods of minimum duration. 


Under repeated testings of this 
method and other widely used 
methods of artificial respiration, 
including the Schaefer prone pres- 
sure which formerly was the most 
popular, the back-pressure arm- 
lift has been found more reliable 
than most, easier to teach and less 
fatiguing. Hospitals which may 
have trained their ambulance, 
emergency or rescue squads, and 
nursing personnel for some other 
procedure of artificial respiration 
are urged to consider adoption of 
the back-pressure arm-lift method. 
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fone “provides striking benefit 


in intractable bronchial asthma... 


A. Tidal breathing 


Typical spirogram of asthmatic. Note marked 
diminution in vital capacity and complemental 
air; also, the over-all lengthening of the interval 
between inspiration and expiration. 


B. Complementa! air 


C. Vital capacity 


This spirogram illustrates the improvement that 
may be expected in asthmatics following the ad- 
ministration of CorToNe. Note in particular the 
increase in vital capacity. 


Increased Vital Capacity—an objective measure 
of the effectiveness of CORTONE 


EFFECTIVE. Intended as adjunctive therapy, 
“orally administered, cortisone definitely re- 
lieved the symptoms of chronic intractable 
asthma in 26 of 31 courses given to 22 patients.” 


SIMPLIFIED MANAGEMENT. “The patients’ 
weight, fluid intake and output, blood pressure, 
and the results of the urine examination for 
sugar were charted daily . . . it was found that 
short-term therapy could be carried out safely 


Corrone is the registered trade-mark of 
Merck & Co., Inc. for its brand of cortisone 


© Merck & Co, in. 
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for up to two weeks without extensive tests if 
there were proper cooperation between patient 
and physician and careful observation. . .” 


Schwartz, E., 147: 1734-1797. Dee. 29, 1951. 
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TWO NEW ITEMS 


...for more efficiency 
...for more economy 


LOS ANGELES «+ NEW ORLEANS «¢ KANSAS CITY «© MINNEAPOLIS © ATLANTA «© WASHINGTON, O.C. 


Aloe Hospital Lotion — More economical, superior 
to alcohol for body massage 


Now avoilable with label bearing name of hospito! 


Aloe Hospital Lotion is stimulating, refreshing, and cooling. 
Contains lanolin, pure olive oil, natural menthol, stearie 
acid, propylene glycol, magnesium stearate and hexadecanol. 
Comes in handy B-ounce bottles or gallon cans from which 
refills of bottles may be made. bach bottle has a sand-blasted 
patch for writing patients’ names and room numbers. Bottles 


are packed 3} dozen to a carton. 


JS3693A = Aloe Hospital Lotion, 8-ounce bottle, in 3 dozen 


lots (1 carton), per dozen $3.85 
In 12 dozen bottle lots, per dozen r 3.45 
In 60 dozen bottle lots, per dozen 3.40 
JS3693A Same, but Personalized Label, in minimum 
lots of 144 dozen bottles, per dozen 3.10 
JS36938 Same, in | gallon cans, per can 3.65 
In lots of 4 cans, per can 3.55 
In lots of cans. per can 3.35 
In lots of 20 cans, per can 3.25 


3$3693C. Plastic Lotion Dispenser, finger-operated 
pump type, screws on 8-ounce bottle, per dozen 2.20 


a. s. aloe company 


1831 Olive St. « St. Lowis 3, Mo. 


New Turnalo Garment — For Involuntary 
and incontinent Patients 


Provides ideal protection for ambulatory cases 


This recent development for difficult invalid cases 
is a water- and acid-proof garment designed to be 
worn by ambulatory or bedridden patients who are 
involuntary or incontinent. The material is made 
of Firestone Velon, electronically welded and fash- 
ioned in five sizes. Velon is soft and pleasant next 
to the skin and will not become hard and brittle 
after repeated use. Pockets front and back are 
designed to hold cellucotton and therefore supply 
immediate absorbency. The garment may be laid 
out flat and the patient rolled onto it. Ties and 
snaps provide adjustable fitting and required venti- 
lation. Fit in crotch holds the padding in correct 
position at all times. Because the garment fits 
smoothly back, front, and sides, it is ideal for 
ambulatory patients, Easy to clean; may be washed 
with soap and water. Withstands heat. In ordering, 
give waist measurement in inches. Available in the 
following sizes: Junior, 25-31; small, 27-32; medi- 
um, 31-37; large, 37-42; extra large, 42-48. 


JS3824--New Turnalo Invalid’s Garment (please 


specify size), each... .. $4.25 
In lots of 6, each 4.00 
In lots of 12, each 3.50 


Sizes may be assorted to obtain quantity prices. 
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Inventory and purchasing system 


for the medium-sized hospital 


JOHN W. KAUPMI.NN 


HE THEORY that any hospital of 

more than 25 beds should have 
a perpetual inventory system, and 
any hospital over 50 beds should 
have centralized purchasing is not 
new or original, and probably has 
been covered before. But for the 
benefit of other hospitals of similar 
size who may be seeking informa- 
tion or answers to certain problems 
connected with such a system, we 
would like to describe the one we 
use at Princeton (N. J.) Hospital. 

In 1946, we established central- 
ized purchasing and a perpetual 
inventory, reorganized our store- 
room, and set aside one day a week 
as stores-requisition day. At this 
time we totalled 85 adult beds. 
Usually, centralized purchasing is 
performed by the administrator, 
but in other hospitals, this respon- 
sibility will vary with the size and 
type of organization. In any case, 
we feel the most important thing is 
that one person coordinates pur- 
chasing. 

Our storeroom was put under the 
direct control of the pharmacist 
who doubles as pharmacist and 
stores and receiving clerk, and 
now only three people have access 
to the storeroom—the pharmacist, 
the assistant administrator and the 
administrator. No other person can 
receive or issue supplies. 

When an item is purchased for 
Princeton Hospital, a “purchase 
order” is issued in triplicate. The 
original copy is sent to the vendor, 
the duplicate copy to the account- 
ing office and the triplicate is re- 
tained as the purchasing office rec- 


Mr. Kaufmann is administrator of the 
Princeton (N.J.) Hospital, and is a mem- 
of the Committee on Purchasing, 
Standardization and Simplification of the 
American Hospital Association. 
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ord. When an item is received, a 
“receiving report” is written in 
duplicate by the receiving clerk, 
and the original copy is sent to the 
administrator's office. The vendor's 
invoice, the receiving report, and 
the triplicate copy of the purchase 
order then are attached together, 
and the invoice is stamped with 
the “voucher register stamp.” If 
the item is for stores, the stamp 
is marked “Stores” under the ac- 
count number and the voucher 
goes to the perpetual inventory 
clerk for recording in the “perpet- 
ual inventory loose leaf ledger.” 
This voucher is sent to the account- 
ing office where it is debited to 
stores. 

Supplies are obtained from the 
storeroom by the use of a “store- 
room requisition.”” Storeroom day 
is on Thursday, and all department 
heads or floor supervisors write 
their requisitions on Wednesday 
(anticipating one week's needs), 
and place them in the administra- 
tor’s office before 4 P.M. Storeroom 
requisitions are written in dupli- 
cate in two sets; one includes all 
expendable items, such as station- 
ery, soap, printed forms, sutures, 
and cotton balls. The second is 
headed “breakage and exchange” 
and includes nonexperdable items 
such as glassware, thermometers, 
rubber goods, needles, hand scrub 
brushes, and push brooms. 

The breakage and exchange 
sheet is accompanied by the break- 
age and exchange basket main- 
tained by each department and 
nursing unit. The contents of these 
baskets are inspected by the ad- 
ministrator or assistant adminis- 
trator, and the items which can 
be salvaged or repaired are re- 


moved. All contents are checked 


» against the requisition, and it is 


then approved for issuing. 


We have found that the break- 
age and exchange system will save 
dollars if correctly administered 
and enforced. The floor supervisor 
will look for the hot water bottle 
if she knows that she cannot get 
a new one without exchanging 
the old one. The laundry and linen 
department has requisitioned less 
linen since they must exchange the 
worn-out pieces. If an accident 
has occurred and the item cannot 
be presented for exchange, the 
department head must review the 
incident with the administrator's 
office after which a requisition will 
be approved. Realizing that all 
rules must be flexible, this is done 
so that the patient will never be 
deprived of an item because of 
our system. The review with the 
administrator's office, however, 
makes the personnel more careful 
and aware of the system, thereby 
saving dollars for the hospital. 

The storeroom is manned on 
Thursday by the pharmacist and 
the assistant administrator, who 
make up the orders. One man from 
the housekeeping department also 
is assigned to deliver the orders 
to the various departments. This 
whole procedure takes approxi- 
mately two hours. The completed 
requisitions are then sent to the 
inventory clerk who makes the 
deductions from the loose leaf per- 
petual inventory book and prices 
them. This procedure takes approx- 
imately four hours a week. 

At the end of the month, all 
store requisition slips are clipped 
together by departments, such as 
administration, operating room, 
laboratory, and tallied. Nursing 
department requisitions also are 
clipped by nursing units, but each 
slip is individually broken down 
according to usage, such as print- 
ed forms are charged to records, 
and thermometers to medical and 
surgical supplies. 

Next the inventory clerk tallies, 
by the department chart of account 
numbers, the total charged to each 
department. This tally is sent to 
the accounting office where stores 
is credited and the various depart- 
ments’ expense accounts are deb- 
ited. The end-of-the-month tally 
requires an additional four hours’ 
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work by the inventory clerk. (At 
Princeton Hospital, the inventory 
clerk is also responsible for Blue 
bills, collection, 
and the semimonthly payroll.) 

Our perpetual inventory is 
checked by a physical inventory 
twice a year. This takes two people 
eight hours to take and one person 
12 hours to enter and extend 

To further facilitate our system, 
we prepare and distribute to each 


(ross. credit and 


department, a _ loose-leaf stores 
catalog. This keeps the department 
heads posted .on the items carried 
and insures their ordering by cor- 
rect All breakage and ex- 
change items are marked with an 
asterisk 

If an item not appear in 
the stores catalog, the department 
“requisition to 
item 1s 
date 


names 


does 


completes a 
purchase.” When 
ordered, the 
and vendor's name are placed on 
the requisition to purchase and it 
is then filed under the department 
making the This 
tablishes a good reference file 

There 


<tores 


head 
such an 


order number, 


requisition 


purchasing, 
inventory 


are 
and 


many 
perpetual 
systems in existence, a_ great 
many of which are more extensive 
complete than the one we 
But for the 50 to 100 bed in- 
stitution, we believe ours is off to 
a good start. It has been in use 
now for six years and we feel it 
has accomplished the following: 


and 


use 


True monthly distributions of 
current expenses 


2. Elimination of duplications in 
purchasing 

.Establishment of 
which have 
place more advantageous price 


records 


enabled us to 


and quantity orders 


Provided complete usage rec- 
ords on which future require- 
ments can be based 
Contributed to the 
tion of loss and theft 


ww 


elimina- 
Another consider is 
that 
hospitals of 
Lke, o1 
methods. One way to help disprove 


to 


some people have accused 
not business- 


of not using business-like 


being 


this theory ts for all hospitals, par- 
ticularly those having 50 beds or 
sure they 


stores 


more, to make use a 
minimum purchasing, and 
perpetual inventory system simi- 
lar to, or at least on a par with, the 
one just described. 
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Textile price controls 


INCLUDED AMONG the various 
controls which it has been pos- 
sible to suspend are price controls 
on textiles. The policy seems to 
be to suspend price controls or at 
least relax them when commodi- 
ties are selling materially below 
the ceiling prices which were es- 
tablished and which, because of 
ample supply, seem unlikely to 
reach ceiling prices. There is an 
ample supply of most yarns and 
fabrics including synthetics with 
a downward movement in prices. 

Hospitals, of course, have been 
receiving the benefits of such price 
reductions for some time, but the 


removal of controls might be 
taken as an indication that no 
considerable increase in price is 


expected in the foreseeable future. 


Stainless steel supply 


While the supply of certain 
types of stainless steel has im- 
proved, this does not apply to the 
nickel bearing types. Allotment of 
nickel stainless steel to hospitals 
has been generous in comparison 
with some of the industries, but 
there still are many prohibitions 
on its use and almost constant 
thought is being given to substitu- 
tion of other metals. 

Manufacturers of hospital equip- 
ment have been alert in defend- 
ing the essentiality of nickel bear- 
ing stainless steel in_ hospital 
equipment, particularly in oper- 
ating room furniture. The Ameri- 
can Hospital Association is con- 
tinuing its efforts to protect hos- 
pitals from the use of unsatisfac- 
tory substitutes and the continued 
allotment of nickel bearing stain- 
less steel for the manufacturer of 
clinical utensils is a good example 
of results obtained by the Division 
of Civihan Health Requirements 
of the Federal Security Agency. 

Information concerning the use 
of chromium or other forms of 
stainless steel in the manufacture 
of operating room equipment is 
somewhat lacking, and it would 


be of great assistance if the indi- 
vidual hospitals would report to 
the Association any unsatisfactory 
experience they may have from 
using these substitutes. 

The essentiality of nickel to the 
defense effort, particularly in the 
manufacture of aircraft, cannot be 
denied. But an adequate supply 
of satisfactory equipment for use 
in the health field is also of prime 
importance. It is hoped that we 
can continue to justify applica- 
tions for the allotment of nickel, 
the most satisfactory type of 
stainless steel, to hospital equip- 
ment manufacturers. 


Simplified drug catalogs 

It would seem that, finally, a 
long felt need is to be met. For 
some considerable time, there has 
been discussion of the difficulty of 
filing catalogs price lists and other 
information distributed by manu- 
facturers of pharmaceuticals. More 
than 400 new products and about 
150 new dosage forms are intro- 
duced yearly and the descriptive 
material concerning them has not 
only caused considerable confu- 
sion, but also resulted in great ex- 
pense to producers. 

Following a series of meetings 
of representatives of industry 
and consumer’ groups, _includ- 
ing the American Hospital Associ- 
ation, which were sponsored by 
the Commodity Standards Division 
of the Office of Industry and Com- 
merce, a proposed simplified prac- 
tice recommendation has _ been 
compiled and circulated. 

The proposal recommends stand- 
ard sizes of binders, pages, mar- 
gins, punching, packaging infor- 
mation and symbols. It is hoped 
that this recommendation will be 
formally adopted and used ex- 
tensively with the resulting bene- 
fits that such a program can bring. 


The Purchasing department is edited 
by Leonard P. Goudy, purchasing 
specialist. 


~ 


HOSPITALS 


| 
| 
¥ 

* 

| 
| 


The healthiest hospital can be suffo- 
cated by the strangling tangle of an 
unwieldy record-keeping system. 

Copying and ree pving the record of 
each patient, from admission to dis- 
charge desk, can smother any hospital's 
clerical staff in time-consuming detail. 

That's why more and more hospitals 
are using McBee methods to obtain ac- 
curate, up-to-the-minute, readilv avail- 
able records at lowest cost. 


When cost information is compiled 
on McBee Kevysort Charge Tickets. 


record-keeping becomes easier and 
more reliable without increase in pres- 
ent personnel, without expensive me- 
chanical installations, without major 
changes in existing procedure. 

When notched, the pre-coded holes 
along the edges of each Keysort Charge 
Ticket make it easy to collect the facts 
on each patient . . . classify them . . . file 
them... find them . 
quickly and accurately. 


. use them... 


Used in connection with McBee Unit 
Analysis, Keysort Charge Tickets fur- 


nish reports of current and cumulative 
operating figures . . . flexible, economi- 
cal reports that permit easy analysis of 
expenses and income by contractual 
classifications for cost recovery, 

Payroll, accounts receivable, inven- 
tory and patients’ accounts can all be 
put on a businesslike basis with these 
and other McBee methods. 

The McBee representative near you 
is trained to analyze your hospital's 
record-keeping problems. Ask him to 
drop in. Or write us. 
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THE McBEE COMPANY 


Sole Manufacturer of Ke ysort — The Marginally Punched Card 
295 Madison Avenue, New York 17, N. Y. Offices in principal cities. 
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How to breathe new life into a hospital 
<i 
tS 


INFORMATION on the newest types of plumbing fixtures for 
oll hospital deportments and swites is yours in your new Crane 
Hospite!l Service Catalog. A ready reference for new con- 
struction of remodeling, or for replacement of individual pieces 
of obsolete equipment. 


| IN HOSPITALS, TOO, EQUIPMENT 
IS CHEAPER THAN PEOPLE 


Complete new line of work-saving hospital fixtures shown in your new Crane catalog 


With the nursing shortage growing more and 
more worrisome—and labor costs increasing 
year by year—specialized equipment, easy-to- 
use, easy-to-maintain, becomes an economic 
necessity. 


Fixtures designed to conserve staff time in 
use and to reduce “housekeeping” costs can 
easily pay for themselves in a few months’ time. 

That's why hospital experts have teamed 
together with Crane to design a complete new 
line of hospital fixtures. 


The size, shape, controls, and performance 
of each fixture are carefully planned to save 
time and effort on the part of those who use it. 


Each fixture is built for fast, easy cleaning 
and carefree maintenance. 


Your new Crane hospital catalog has all the 
details. If you don’t yet have your catalog, 
ask your Crane Branch or Crane Wholesaler, 
or your local Plumbing Contractor. The cat- 
alog is yours—for better equipment, for years 
ahead. 


GENERAL OFFICES: 836 SOUTH MICHIGAN AVE., CHICAGO 5 
O VALVES + FITTINGS + PIPE 
PLUMBING AND HEATING 
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Inspection routine to maintain 


kitchen, laundry equipment 


JOHN W. MANZ 


HERE ARE TWO very basic rea- 

sons for setting up an inspec- 
tion routine for kitchen and laun- 
dry equipment. Number One is 
safety to the users of the equip- 
ment, and Number Two is the con- 
tinuity of service by preventive 
maintenance based on routine in- 
spections. 

In setting up a routine, thought 
must be given to assuring an ade- 
quate but not gold plated system. 
Maybe we haven't enough help 
to set up a gold plated routine, but 
care must be exercised to make 
certain that the inspection does 
what we want it to do. 


For example, we opened an en- 
tirely new laundry four years ago. 
Prior to putting it into service we 
determined a daily, weekly, 
monthly and annual routine. We 
are constantly revising these first 
three. As we, from our records, ap- 
pear to be having more and more 
trouble with the items checked 
monthly we push them forward 
to a weekly schedule to see if we 
have less trouble. If some items on 
our weekly schedule seem trouble- 
free we move them to our monthly 
schedule, and, if we get the same 
trouble-free experience, we leave 
them there. Turning out 55,000 
pounds of laundry per week we 
have an oiler helper fulltime in 
the laundry to do the daily inspec- 
tion and oiling and a mechanic 
four hours a week to take care of 
the weekly and monthly inspec- 
tion. 


Mr. Manz is chief engineer of the Grace- 
New Haven Hospital, New Haven, Conn. 
This article is apted from a paper pre- 
sented at the American Hospital Associa- 
tion's Institute on Hospital Engineering. 
Chicago, June 1952. 
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Although we can, of course, 
combine routine safety inspection 
with mechanical and electrical 
checking, we must impress our 
people with the extreme fire haz- 
ards present in all our kitchens and 
laundries. This may not be left en- 
tirely to routine. 

In our laundries lint is the worst 
hazard for it collects in vent ducts, 
tumblers, flat work ironers, mono- 
rail trolleys, tops of pipes, in mo- 
tors—practically everywhere. All 
that is needed to start a fire is a 
spark, an overheated motor, a cig- 
arette butt or an open flame. 
Here, good housekeeping plays an 
important role in minimizing the 
danger. While a monthly cleaning 
out of ducts and blowing out of 
motors will routinely take care of 
the mechanical systems from a 
maintenance standpoint, we, as 
safety engineers, should try to con- 
vince and assist the laundry mana- 
ger in working out a systematic 
daily housekeeping routine. 


PERSONAL RESPONSIBILITY 


In our hospital each machine 
operator is responsible for the 
housekeeping of his own equip- 
ment as much as possible. For 
example, the tumbler man is re- 
quired to clean out his lint boxes 
every two hours, the laundry 
workers take a few minutes out 
each day to sweep the entire place, 
and the linen room girls dust each 
of the storage shelves once a week. 
The oiler helper has a tank-type 
vacuum cleaner with which he 
goes over all grille openings and 
tops of pipe lines at least once a 
week. We planned originally to 
use compressed air for this type of 


cleaning but found we were not 
doing an effective job because we 
were only blowing the lint onto 
something else. The tank-type 
cleaner removes the lint once and 
for all. Trash cans should be metal 
with covers and should be emptied 
at least once a day. 

In the kitchens we have our ex- 
haust ducts and hoods over ranges 
and stock pots which accumu- 
late grease. Our codes now provide 
for automatic fire extinguishing 
systems for new installations, but 
I am sure many of us have in- 
herited hoods with nothing but 
manually operated extinguishing 
equipment. In our main kitchen we 
have a manually operated steam 
extinguisher which is adequate 
providing a man can get to it to 
activate it. I seriously question in 
a flash fire of any size that this 
could be done. 

Obviously our best bet in this 
type of situation is a regular close 
inspection of our equipment. The 
hood is inspected every month, and 
the hood and the ventilating sys- 
tem exhausting it usually require 
cleaning every six months. The 
steam extinguisher is examined 
and operated every month. 


MACHINERY ABUSE 


Another factor to consider in 
working out an inspection program 
is the abuse of equipment, by hos- 
pital personnel, not only in the 
kitchen and laundry but throughout 
the house. A routine inspection 
will disclose unusual wear, and we 
need to get at the source of the dif- 
ficulty. 

For example, I like to keep an 
eye on the census of the hospital. 
As we approach capacity I know 
that the laundry manager is hav- 
ing to work his crew hard in order 
to meet the linen needs of the hos- 
pital, and he must take any short 
cuts he can to maintain produc- 
tion. Usually I take a walk through 
the laundry at these times, look 
up the laundry manager and see 
hew operations are going from the 
maintenance standpoint. 

Wash machines may be receiving 
the finest attention in regard to 
lubrication and general machine 
adjustment and repair; yet abuse 
of the machines through overload- 
ing may cause frequent break- 
downs and premature complete 
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failure. They're designed for a de- 
finite, maximum load beyond 
which it is not safe to go The re- 
sults of overloading are to put an 
added strain on all of the washer's 
driving parts, bringing about bear- 
ing, gear and motor failures. There 
are others——slamming of the cylin- 
der and shell doors, or the practice 
of jogging the inch buttons up and 
short, 


through mnmumerous 


movements each time the 


down 
jerky 
cylinder doors are spotted in place, 
bringing on unnecessary strains on 
the motor and entire drive mech- 
anism 


EXTRACTOR ABUSES 


Extractors, too, can be easily 
abused. Two common things occur 
here when the laundryman is in 
a hurry improperly balanced 
loads, and insufficient extracting 
time. It is true that laundry ex- 
tractors are built to take care of 
loads not perfectly in balance by 
rubbers 
or suspension cable assemblies, but 


ubsorbing vibrations by 


there is a limit to this absorption 
Failures of bearings, spindles, bas- 
kets and other parts of the machine 
often can be traced to continued 
(peration of poorly balanced loads 
It takes but a moment to sight the 
extractor basket when it is being 
held up by the hoist and transfer 
& few pieces of linen from the 
heavier to the lighter half 

Where careless extractor loading 
is practiced frequent stopping for 
rebalancing is necessary. This 
causes severe loads to be imposed 
on the motors which are designed 
for maximum number of starts per 
hour. To go beyond this number of 
starts means increased motor tem- 
peratures and eventual 
With high starting motors, as these 


failures. 


are, failures occur with little warn- 
ing. 

Insufficient extraction may not 
be detrimental to the machine it- 
self but it creates a condition in 
the work handled which results in 
trouble throughout the plant. The 
work being sent to the flatwork 
ironers, tumblers and presses con- 
tains a greater amount of moisture 
than the machines are designed to 
handle. 

One of the first indications of 
under-extracted work on a flat- 
work ironer is either rolling of 
work in the machine or the deliv- 
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ery of damp work at the receiving 
end. To compensate for this, ad- 
ditional moisture which is not eva- 
porated may cause apron wrinkling 
and replacement. Sometimes, too, 
the operator will just slow the 
machine down so that probably 
more time will be lost than was ac- 
tually gained by under-extraction. 
The water content of a properly 
extracted load should never be 
more than 50 per cent of the dry 
weight of the load. 

Rolling also may be due to other 
reasons, some under control of the 
maintenance engineer, some under 
the control of the laundryman. 
Unequal distribution of heat across 
the chest due to improper or in- 
sufficient trapping is one cause 
which can be corrected. Obstruc- 
tions, such as adhesive tape 
sticking to the steam chests, accu- 
mulations of rust due to moisture, 
and soapy deposits due to improper 
rinsing may cause rolling. The 
laundryman should run a wax 
cloth through at least once a day 
and a kerosene cloth at least twice 
curing the week. 


DIETARY CLEANUP PROGRAM 


In dietary most abuse comes 
from a lack of good housekeeping. 
For example, we recently replaced 
all the ranges and stock pots in our 
main kitchen because they were 
corroded beyond repair. This, 
frankly, was due to a lack of clean- 
ing to the extent that they were 
falling apart and could no longer 
be repaired. 

With the installation of the new 
equipment the dietitian and I sat 
down and worked out a cleaning 
program. The man using the equip- 
ment, the chef or his assistant, is 
responsible for the day-to-day 
cleaning up. We will inspect every 
two weeks and, using a helper, will 
remove any accumulations which 
exist. If these become excessive 
we expect to call this to the atten- 
tion of the dietitian so that she can 
eccelerate her cleaning program as 
required. 

Our steam supply and return 
system has an unusually long run 
of approximately three quarters of 
a mile from the power house to the 
laundry and is trapped in three 
places. We find it necessary to 
check these larger traps once a 
week. Three expansion joints on 


the lines in remote areas of tunnels 
are also checked weekly as an 
economy measure. Otherwise leaks 
might go on indefinitely without 
detection. 

Traps on individual machines 
such as presses, stock pots in the 
kitchen, and the flatwork ironer 
are inspected and cleaned once a 
month. Whenever a new piece of 
equipment or a new pipe run is 
installed, traps should be cleaned 
more frequently until the system 
has been stabilized. 


WATER SUPPLY LINES 


Most water supply lines are 
ccuipped with shock absorbers to 
take care of the tremendous 
surges occasioned by the intake of 
water into wash machines, several 
of which may be cycling at the 
seme time. These are usually dia- 
whragm controlled and should be 
taken apart and examined annu- 
ally. If several have been installed 
on the system at the same time and 
one fails or shows excessive wear, 
it is usually good policy to change 
all of the diaphragms to prevent 
failure in the very near future on 
the others. 

The interiors of water storage 
and heating tanks should _ be 
drained down annually for inspec- 
tion and cleaning. If excessive pit- 
ting is noted, the life of the tank 
may be extended by lining the in- 
terior with gunnite or a similar 
material. In hard water areas scale 
usually will be found on the steam 
coils in heating tanks. From an 
efficiency standpoint this scale 
should be removed as completely 
as possible. Even though the tanks 
may be constructed of a corrosion- 
resisting alloy they should be in- 
spected, for invariably there will 
be a residue of sludge that should 
be removed. Safety valves on these 
tanks are operated manually at 
least once a week to make certain 
that they are in working condi- 
t'on. 

Food and laundry conveyor con- 
trols, particularly if they have 
automatic features such as electric 
eyes, should be checked weekly. 
Blowing out, greasing and lubri- 
cating of conveyor drive motors 
probably can be put on a monthly 
basis. 

Exhaust fan and hood motors in 
the laundry should be checked 
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FOR BUSY NURSES! 


Along with Auto-Lok’s tremendously important features 


of controlled ventilation and positive tight closure, 
the added convenience of “one-hand” operation is a 


O'CONNER HOSPITAL — Son Jose, Colifornic 


No more running 
to close windows... 


No more stuffy, humid rooms when it rains. The rain 
can’t come in through Auto-Lok’s slanting vents! In cold 
weather they keep the heat in and the cold out...save 
enough in heoting costs to pay for themselves over 


ond over again. In warm weather they open widest to 


catch every breeze, but no drafts...or, close tight to 
conserve air conditioning. 


Minimum of maintenance... 


Because Auto-Lok Hordwore, perfectly bolanced and 
designed for a lifetime of effortless, “no-wear” opera- 
tion, will never require adjustment! Easiest window 
in the world to clean...because all glass can be 
cleaned from the inside! 


LUDMAN LEADS THE WORLD 


ALUMINUM 
WINDOWS 


= 


ALUMINU 


Seals itself shut like the door of o refrigerator! 


Con remain slightly open to admit fresh air, 
while upper vents ore closed and locked. 


MORE THAN A DOZEN OTHER FEATURES YOU WILL WANT 
TO KNOW ... write for complete information regarding 
AUTO-AOK Windows for your hospitel! 


CARBRAR 
Box 4541, Dept. H7, Miami, Florida 
IN WINDOW ENGINEERING 
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great boon in busy hospitals. With a tray in one hand, 
any nurse can open, close or adjust Auto-Lok Windows ree 4 - “ cs = 
in a matter of seconds...and, effortlessly, too! ye ! = 
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every week. Lubrication and 
cleaning of these motors probably 
can be put on a monthly basis 
Ducts in the kitchen and laundry 
should be checked monthly. Our 
experience has indicated that the 
kitchen ducts require cleaning 
semiannually but our laundry 
ducts must be cleaned once a 
month to prevent dangerous accu- 
mulations of lint. 

In our laundry equipment we 
have adopted a policy of complete 
overhaul every year. We think this 
is necessary because there are 
many parts and controls which are 
not accessible for thorough exami- 
nation and adjustment unless the 
machine is completely disassem- 
bled. 


WASH MACHINES 


It is desirable to inspect wash 
machines once a month whether 
they are automatic or manually 
operated. Water, steam and dump 
valves are checked to make cer- 
tain that they are tight. Any leak 
is a waste and also interferes with 
the proper processing of linen. 
Latches on cylinder doors are 
examined for proper operation. All 
bearings and moving parts are 
cleaned and properly lubricated 
and excessive wear is checked. 

Interiors and exteriors of motors 
must be dry and free of dust, lint, 
grease or dirt. Windings may be 
cleaned by suction, compressed air 
or wiping. Any gummy deposits of 
dirt and grease may be removed 
with carbon tetrachloride. Ter- 
minal connections, assembly 
screws, bolts and nuts should be 
tight. If the motor, after running, 
seems inordinately warm it should 
be checked with a thermometer or 
surface pyrometer to determine 
whether the rated temperature rise 
has been exceeded. The tension on 
any chain drives should be 
checked, and these should be tight- 
ened if loose. 

Annually, a much more complete 
inspection and overhaul on wash 
machines is made. Foundations 
frequently settle and throw the 
washer out of level. This can be 
remedied by reshimming the 
washer frame and releading. 

The outer casing should be com- 
pletely removed and all bolts, nuts 
and screws checked for tightness. 
Bearings should be disassembled 
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and shafts checked for uneven 
wear. Brake shoes and linings 
should be checked and adjusted as 
required. All chain drives should 
be closely checked and the tension 
adjusted. 

This annual overhaul, we feel, 
accomplishes much in preventing 
potential breakdowns although the 
condition of items such as brake 
coils cannot be determined by any 
visual inspection. These have been 
a source of trouble to us and our 
only solution has been to stock suf- 
ficient spare parts to take care of 
any emergency. 

Automatic controls on modern 
washers are now largely air wper- 
ated and it is desirable to go over 
the entire system every month to 
make certain that the unit is func- 
tioning properly. This is done by 
manually operating all the valves 
controlling hot and cold water, 
drain and sour. 

Electrical contacts are thorough- 
ly cleaned and timer motors are 
cleaned and lubricated. Usually air 
filters are supplied for each con- 
trol and these are cleaned monthly. 

On an annual basis a more in- 
tensive check is made and the en- 
tire system is thoroughly blown 
out. We have found it economical 
to renew the entire set of electri- 
cal contacts as this eliminates 
piecemeal replacement and shut- 
downs during the succeeding year. 
Diaphragms are examined and any 
showing excessive wear are re- 
placed. Timer motors are a head- 
ache. In our controls an inordinate 
load is placed on the shaft with a 
resultant wear on the bearings, and 
we are looking for an answer to 
that problem. 


EXTRACTOR INSPECTIONS 


Extractors, as a rule, need more 
frequent and thorough inspections 
than any other type equipment in 
the plant. On a monthly basis it is 
desirable to make certain that all 
bolts, nuts and screws are tight and 
all moving parts and bearings are 
clean and properly lubricated. The 
condition of the brake should be 
determined and _ its operation 
checked. The tension of the V-belts 
or other drives should be checked 
and the motor properly cleaned 
and lubricated. Extractor and bas- 
ket hinges and latches should be 
looked at monthly. For a while we 


had a lot of cracking of basket 
hinges which we found to be due 
to the washmen releasing the 
catches and letting the heavy bot- 
tom swing free. Once the situation 
was explained to them they were 
happy to cooperate by easing the 
bottoms down so that this difficulty 
has been overcome. 

Annually the extractor is com- 
pletely taken down; the brake is 
disassembled, cleaned and adjust- 
ed, pneumatic controls are cleaned 
and adjusted, bearings are checked, 
oil seals are adjusted—in fact the 
extractor is completely rebuilt. 

Our biggest difficulty with ex- 
tractors has been brake adjust- 
ment. After all, too long a braking 
cycle wastes valuable production 
time and, therefore, close adjust- 
ment is required. Of course, this 
adjustment is made more difficult 
because of the inaccessibility of the 
adjusting stud and nut in most ex- 
tractors. 


FLATWORK IRONERS 


The motors on the flatwork ironer 
are checked and cleaned weekly 
and accumulated dust and lint are 
removed from under the machine 
and on the accessible parts of the 
moving equipment. They are usu- 
ally greased monthly. Steam and 
drain connections are checked for 
leakage, and traps are cleaned 
monthly. 

On an annual basis guards are 
removed and all drives, gears and 
bearings are thoroughly cleaned 
and checked. All nuts, bolts and 
screws are drawn tight. The motor 
temperatures are taken and uni- 
formity of heat over the chest is 
checked with a surface pyrometer. 
Usually the clutch does not need 
adjustment annually but it is ex- 
amined. During the first years of 
operation the leveling of the 
ironer should be checked to make 
certain that no settlement has 
taken place. The many oil lubrica- 
tors should be examined carefully. 

Probably the most common 
trouble on flatwork ironers is linen 
buckling or rolling. As stated be- 
fore this can be due to a variety 
of reasons. From a maintenance 
standpoint, if the machine has pre- 
viously been operating all right, 
the traps should be checked not 
only on the ironer but also on the 
supply line, because poor quality 
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IF IT’S FLOOR TROUBLE 
WE'LL TAKE OVER 


What will brighten up old 
terrazzo corridors? How can 
furniture be kept free of fin- 
ger marks? Which treatment 
for utility floors? These and 
hundreds of such questions 
will be answered, free of 
charge, by the Hillyard floor 
expert mear you. Get in touch 
with him. Start saving costs 
on floor care today. 


...On Your Stoff 
Not Your Payroll. 


ILLYARD 


ST. JOSEPH, MISSOURI 
Branches in Principal Cities. 


FLOOR TREATMENTS 
Keep it “Healthy Clean 


d SAFE _— 
-foot! — 


You cannot minimize the safety factor in hospital 
operation—and for safe floors put your trust in tested Hillyard 
Hospital Products. Not only do they pass Underwriters’ Slip- 
resistance requirements with a high average—but they win ap- 
proval of flooring manufacturers, architects and contractors for 
enduring protection to expensive installations. Maintenance men 
give Hillyard products universal acceptance, because they assure 
attractive floors, 24 hours a day—without hard work. 


1 Hillyard Chemical Company 
, St. Joseph, Missouri, 
WRITE YES! We'd like to learn more about safe Hillyard floor 
TODAY $I treatments at savings, for — asphalt tile — wood — cement 
— ) | — terrazzo — linoleum. 


Help! Learn the NAME__. 


to SAFER Floors | INSTITUTION ............. 


in Y Hosprtal 
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feeding into the 
machine. Other reasons, under 
control of the laundryman, are 
dirty steam chests, improper rins- 
ing, excessive sour, incomplete ex- 
traction and improperly graduated 
rolls 

If there is a folder in conjunction 
with the flatwork ironer the clutch 
and timer should be checked for 
adjustment on a weekly basis 
The entire mechanism should be 
thoroughly cleaned every week. 

On an annual basis a more com- 
plete disassembly and adjustment 
is made at the same time as the 
flatwork ironer is overhauled. The 
most frequent trouble is having 
linens pass through the folder un- 
folded. This is usually caused by a 
aligned 

timer 


steam may be 


improperly 
maladjusted 


loose clutch, 
ribbons. or a 


contact lever 
PRESS MAINTENANCE 


Presses, whether foot operated 
or pneumatically controlled, should 
be thoroughly cleaned weekly. We 
inspect the plungers and cylinders 
of our air operated presses weekly 
and go over the entire press once 
a year. Our principal replacement 
is the flexible tubing to provide 
steam and return to the chest, but 
no inspection we have been able 
to develop has anticipated leaks in 
these important to 
check and clean press traps on a 
monthly schedule in order to in- 


hoses. It is 


sure uniform performance of the 
unit. Our weekly inspections and 


cleanups have disclosed’ items 
such as worn pins and cracked im- 
pact discs which were replaced be- 
fcre an actual failure occurred 
Tumblers of various kinds usu- 
ally present a terrific lint problem, 
and good 
done on every weekly inspection in 


housekeeping must be 


order that the drive motors and 
fans will function without failure. 
Flectrical tumbler 
controls are inspected and cleaned 
every week. If pitted to any extent 
they are replaced immediately. 
We have some front opening tum- 
blers with bearings not accessible 


contacts on 


without removal of the inner drum 
These are dismantled annually, 
and if the bearings show unusual 
wear they are replaced. This defi- 
nitely avoids an unscheduled shut- 
down, 

examined 


Latches are every 
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week to make certain that they 
operate properly because nothing 
is 80 aggravating as to dig out linen 
that has dropped out between the 
drum and the shell because some- 
body has not latched a door prop- 
erly. 


KITCHEN MACHINERY 


In the kitchens, more and more 
specialized, motor-driven equip- 
ment is being installed to assist in 
food preparation, but since very 
little is as automatic as is laundry 
machinery an intensive inspection 
routine is a little harder to justify. 

It does seem desirable to clean 
and check all motor-driven equip- 
ment such as meat saws, slicers 
and mixers at least once a month. 
Our principal source of trouble has 
been worn bearings which, as a re- 
sult of the inspection, are replaced 
before an unanticipated shutdown 
occurs. In some types of equipment 
such as potato peelers it may be 
difficult to examine a bearing 
without dismantling the machine. 
In these cases an annual inspection 
is indicated but we must be more 
critical of any wear when replace- 
ment is considered. The oil seals 
and stuffing boxes on shafts of 
mixers should be taken up on the 
monthly inspection to avoid an 
emergency call later on. 

Automatic dishwashers may be 
inspected on a monthly basis. Fre- 
quently adjustments to chain 
drives and taking up on stuffing 
boxes avoids future difficulties. 
Any safety trips should be tested 
at the same time. The wash and 
linse sprays and filters should be 
cleaned to insure good operation. 
Once a year the pump and gear box 
should be taken out, checked and 
overhauled. 

Any safety valves on steam 
pressure cookers and similar pres- 
sure vessels should be operated 
every month. Regulating valves on 
this type of equipment should be 
inspected periodically but I ques- 
tion whether it need be done as 
often as once a month. Probably 
quarterly is often enough 

Gear boxes and drives on equip- 
ment such as ice cream freezers 
and mixers which are relatively 
inaccessible should be opened up 
and cleaned, preperly relubricated 
and checked for wear on an annual 
basis. 


Electric bake ovens have given 
little trouble which could have 
been anticipated by an inspection 
program. Access panels usually are 
provided for the inspection of 
switches, temperature controls, 
end contacts which may be ex- 
amined externally but unless there 
is charring or discoloration it is 
difficult to anticipate coil failure. 

On portable food trucks coil in- 
spection would be as laborious and 
time consuming as actual replace- 
ment so that no inspection is indi- 
cated. In 20 years of service on 15 
of these carts we have had exactly 
one failure. We have found a 
monthly inspection of doors and 
covers to be extremely helpful, 
however. They do get banged 
around and this examination and 
repair have kept the food com- 
partments tight so that the patient 
is provided with a warmer and 
more satisfactory meal than he 
would have had this not been done. 
The carpenter gang is used for 
these repairs and they go over the 
casters of the rolling stock at the 
same time. In general we check all 
faucets, valves and traps on a 
monthly routine. In this way we 
avoid many emergency calls for 
the repair of leaks. 

Equipment such as ranges, stock 
pots, fryers, broilers and ovens 
have few if any moving parts to 
cause trouble, but they do deter- 
iorate rapidly if not kept properly 
cleaned. A periodic, rigid inspec- 
tion, probably performed jointly 
by the dietary and maintenance 
departments, is indicated to pre- 
vent corrosion and deterioration. 
If intensive cleaning and scraping 
is required which may be beyond 
the ability of the dietary depart- 
ment, help probably can be pro- 
vided by maintenance, if possible, 
to get the equipment back into 
shape. 

MAINTENANCE RECORDS 


After inspection requirements 
have been determined it is custom- 
ary to write out a schedule or 
routine for the guidance of the men 
doing the work. To really put an 
inspection program over and re- 
alize its full benefits, however, a 
further step is required, and that is 
the maintenance of good records. 

Our men are mechanics and 
electricians and we want them to 
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spend a minimum time doing cleri- 
cal work. Therefore, the record 
should be as simple as possible 

We use a visible index type of 
file which we like very much and 
which we use for a number of pur- 
poses. This particular file covers 
every piece of equipment in the 
laundry. 

At the top of the card we have 
filled in the name plate data for 
each machine—the type of ma- 
chine, model, serial number, etc. 
This is valuable when spare parts 
cr replacements are ordered. 

On the cards we enter informa- 
tion such as the type and kind of 
major repair, the result of inspec- 
tions, overhauls and the dates on 


which these various activities took 
place. 

This record has a number of 
uses. It offers a type of control so 
that we can check recurring 
trouble which might pass un- 
noticed if a record were not being 
kept. It is a check on equipment 
performance which is_ valuable 
when additional or supplementary 
machinery is to be purchased. 

A formal inspection of kitchen 
and laundry equipment is a neces- 
sity. This inspection will detect 
misuse, abuse and poor housekeep- 
ing as well as minor difficulties, 
which, if left untended would be- 
come major difficulties or break- 
downs. 
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Static electricity 


FOR MANY YEARS, the National 
Bureau of Standards has been con- 
sulted by other government agen- 
cies on problems arising from the 
hazards associated with static elec- 
tricity. To meet a growing demand 
for this information, the Bureau 
is enlarging its research and stand- 
ardization program for establish- 
ing and evaluating methods of 
measurement and for determining 
the properties of materials and 
equipment used to reduce the 
hazard. 

The results of one important 
phase of the program, an investi- 
gation of the conductivity of floor 
coverings, are being utilized to re- 
duce static electricity hazards in 
hospitals currently under construc- 
tion and in other buildings and 
plants. 

A conductive floor need be only 
a moderately good conductor of 
static electricity—a resistance of 
one million ohms or less is ample 
for this purpose. 

To determine the _ resistance 
characteristics of flooring, a sam- 
ple is subjected to different volt- 
ages under varying conditions of 
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humidity and temperature. The 
measuring procedure is also con- 
sidered in the evaluation. The 
flooring resistance is measured 
with a special resistance-bridge as 
a function of pertinent variables 
such as voltage, humidity and the 
type of electrode used in making 
the measurement. 

One test on a section of ter- 
razzo flooring showed that for a 
variation of from 30 to 500 volts, 
the resistance of the sample de- 
creased from about 4.5 to 1.5 
megohms. A low resistance flooring 
—conductible linoleum—changed 
from almost 3 megohms at 40 
volts to less than 10,000 ohms at 
only 150 volts. 

More elaborate methods of miti- 
gation depend upon reuniting the 
charges as fast as they are sepa- 
rated in order to keep the voltage 


across the affected objects low. 


The Engineering and Maintenance 
department is edited by Roy Huden 
burg, secretary of the Council on 
Hospital Planning and Plant Opera- 


tion 


This can be accomplished by con- 
necting stationary metallic objects 
to a common ground, by humidifi- 
cation (which provides a film of 
moisture of moderate conductivity 
on most objects), or by installing a 
conductive floor to provide elec- 
trical contact with the objects that 
move or rest upon it. The latter 
is generally considered the safest 
method where persons or moving 
objects may separate charges. 

Thus, in hospital operating 
rooms, for instance, the personne! 
normally wear shoes with conduc- 
tive rubber soles, and the floors 
are made of conductive material. 
The separated charges developed 
in a person by walking, rising from 
a chair, or removing sheeting are 
then quickly reunited through the 
flooring before they can be trans- 
ferred to another person or another 
object. 


New safety idea 


Because this column has from 
time to time placed a good deal of 
emphasis on safety, the editor tries 
not to overemphasize the subject. 
However, the Industrial Super- 
visor, published by the National 
Safety Council has a very in- 
teresting suggestion in its April 
1952 issue. 

The suggestion is embodied in 
an article titled “Use Your Camera 
for Safety.” With the fairly inex- 
pensive flash cameras now avail- 
able, the suggestion has merit. The 
inspection group of the safety 
committee can use the camera to 
photograph hazardous conditions 
and the resulting pictures can be 
posted as a reminder to the in- 
dividual in charge that the hazard- 
ous conditions should be remedied. 
A little imagination will suggest 
many other ideas wherein this 
seldom used safety tool can be em- 
ployed. 


New maintenance organization 


There is news of another main- 
tenance organization in the hos- 
pital field. The chief engineers and 
maintenance directors of a num- 
ber of Kansas City hospitals are 
now forming an organization. This 
is the sixth such local organization 
that has come to our attention and 
full information will be provided 
in this column as soon as it be- 
comes available. 
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Checking garbage for pointers 


on unnecessary food waste 


NVERYONE KNOWS that the proof 

_4 of the pudding is in the eat- 
ing. It sometimes happens, how- 
ever, that there hasn't been much 
“eating,” and the evidence of this 
is an overflowing garbage pail. 

If the “pudding” has not been 
eaten, then something must have 
interfered with our  best-laid 


ORGANIZATION CHART 


plans. As a result, the patient has 
not had an adequate diet and 
money has been thrown away. 
Now is the time to do some sleuth- 
ing and to investigate the clues 
that garbage inspection reveals: 
The food itself, how much, and 
why. 

There are two kinds of food 


TWO OF THE more than 200 em- 
ployees in the dietetic service of 
the Veterans Administration Hos- 
pital, Chillicothe, Ohio, examine 
the organization chart for their de- 
partment and illustrate one of the 
many uses that Florence M. 
O’Brien, chief, dietetic service, has 
found for it. (See “Using the Or- 
ganization Chart To Ease Dietetic 
Management,” by Florence M. 
O’Brien, HOSPITALS for June 1952, 
page 101.) In the picture the head 
Waiter is giving instructions to a 


food service worker, graphically 
explaining the worker's job and 
to whom he is responsible. 

The name, position number, 
classification and grade of each 
employee in the department ap- 
pear on the chart. When new 
workers join the staff, this infor- 
mation is typéd on a card and the 
card slipped into the appropriate 
brass label holder on the chart. 
Blue celluloid tabs covering the 
right-hand end of some cards in- 
dicate vacancies. 


waste: Edible and inedible. Edible 
waste refers to remnants of food 
which normally would be con- 
sumed but which have been dis- 
carded. Inedible waste refers to 
items which a person would not 
eat, such as bones, vegetable and 
fruit peelings, eggshells, coffee and 
tea grounds. 

Excessive edible waste of one 
particular food may mean that it 
was not well accepted by the ma- 
jority of patients or that it has 
been served too often. We fre- 
quently find in hospitals, for ex- 
ample, that there is an almost uni- 
versal dislike of creamed dishes. 
Unnecessary waste may result be- 
cause the servings were too large. 
Many people tend to serve food 
according to their own appetites, 
rather than the patients’. 

Perhaps the fault was in the 
preparation itself. This could hap- 
pen if any one of the ingredients 
used was not in first-class condi- 
tion, or if there was carelessness 
in the actual measuring, mixing 
and cooking. Some cooks—par- 
ticularly the inexperienced ones— 
reason fallaciously, that if a cer- 
tain amount of baking powder 
makes a light cake, a little more 
will make it still lighter, thus pro- 
ducing a more delectable cake; or 
if a little salt or butter makes a 
tasty dish, a little more will make 
it still more tasty. The use of 
standardized, tested recipes is 
reasonable assurance of uniformly 
good products, thus preventing 
waste from this cause. 

A certain amount of edible 
waste is unavoidable, but large 
quantities can be controlled. Stu- 
dies which have been done tell us 
that the average total edible waste 
should not exceed nine ounces per 
person per day. With special at- 
tention to this problem, it can be 
reduced to three ounces, or less, 
per person per day. 

Inedible waste needs to be stu- 


This item, which appeared in 
the Rochester (N. Y.) Regional 
Hospital Council Bulletin earl 
in 1952, summarizes very well 
the reasons for inspecting gar- 

_ bage and how to use the infor- 
mation obtained from such o 
check. | 
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died, too. For example, root vege- 
tables may be peeled carelessly so 
that too much of the raw food is 
discarded with the peels; too many 
outer leaves of celery and lettuce 
may also be discarded. 

Checking the contents of the 
garbage pail certainly is not an 
aesthetic process. It is, however, a 
very effective method for deter- 
mining the whys and wherefores 
of the “pudding” that is not eaten. 
A waste-checking routine is desir- 
able and once established really 
takes little time. In addition to the 
clues it furnishes, this process may 
help to develop among employees 


an awareness of unnecessary 
waste. 
Dietetics 


Comment 


One-handled truck 


AN EASILY maneuvered type of 
dish truck is the light weight, sin- 
gle handled one pictured here 
(7D-1).* It has a stainless steel 
tubular frame with rubber hand 
grip and rubber bumper on the 
front of the lower tray support. 

The removable trays, size 16 by 
2342 by 5 inches, make possible 
a quick exchange of soiled dishes 
for clean trayloads. The over-all 
size of the truck is 16% inches 
wide, 34% inches long and 35% 


| New diet manual 


“Readings in Hospital Die- 
tary Department Administra- 
tion,” a new publication of | 
the American Hospital Asso- 
. Ciation, is reviewed in the lit- | 
. erature section of this issue. 
? The book consists of articles 
] 


from professional journals in 
the hospital and _ dietetics 
fields and has been compiled | 
§ for the use of both the dieti- 
tian and administrator. 

Institutional members of 
| the Association receive one 
copy of the book as a mem- , 
bership service. Additional 
§ copies may be purchased for 
$3 each. 
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inches high. The large main wheels 
and small swivel caster wheels 
are rubber tired. 

According to the manufacturer 
the truck is a favorite where 
space is at a minimum and ease of 
operation is desired. 


Supervisory training 

The Cleveland Hospital Council 
in cooperation with the Cleveland 
public school system is establish- 
ing a unique program for train- 
ing supervisory personnel in the 
dietary department. A pilot pro- 
gram in two hospitals already has 
been approved by the council and 
this will be in operation by Sep- 
tember. 

The program will resemble the 
practical nurse training program 
in that it will be one year in 
length with approximately 18 
weeks of class room work and 32 
weeks of hospital training. Stu- 
dents enrolled in the program will 
be paid approximately the same 
stipend while in training in the 
hospital as is paid the practical 
nurse trainees. 


Reach-in freeze coolers 


Reach-in and walk-in type freez- 
ing units are becoming increasingly 
popular because of their conveni- 
ence. There are several good mod- 
els now on the market or being 
developed. 

The one pictured here (7D-2)* 
is a low-cost, sectional type of 47 
cubic feet capacity. It occupies 15 
square feet of floor area and can 

*Readers desiring to know the names of 
the firms manufacturing or distributing 
the products described should address in- 
quiries to Hosrrta.s, Editorial Department, 
18 E. Division Street, Chicago 10. For con- 
venience, list the code numbers that fol- 


low the items about which information 
is requested. 


store 1,350 pounds of frozen food 
or 210 gallons of ice cream. The 
same manufacturer has a larger 
model, 102 cubic feet capacity, 
which occupies 28 square feet of 
floor area and stores 3,050 pounds 
of frozen food and 472% gallons of 
ice cream. Either unit is available 
with or without refrigeration 
equipment. A_ special self-con- 


tained plug type unit is offered as 
optional refrigeration equipment. 

Both models can be assembled 
by two unskilled men in less than 
two hours time. Panels are sheath- 


ed in a special aluminum laminate 
which requires no maintenance or 
refinishing and is vapor proof and 
highly heat reflective. 

Another manufacturer currently 
is developing an upright freezer 
which will be available in the fall 
(7D-3).* The freezer will appear 
in three sizes—four-, six-, and 
eight-door—with capacities of 50, 
75 and 100 cubic feet. 


Cooler unit 


Only two hours are required to 
install one type of refrigeration 
unit in most walk-in coolers, ac- 
cording to the manufacturer (7D- 
4)*. The units are made in one- 
quarter, one-third, one-half and 
three-quarter horsepower models, 
and each carries a one-year un- 
conditional guarantee with com- 
plete replacement if desired. 

To install the refrigeration pan- 
el, a section 18 inches square near 
the top of the cooler wall is re- 
moved and the unit is then sealed 
into this opening. Plugging the 
cord into a standard 110 volt elec- 
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tric outlet completes the instal- 
lation 

The condensing 
outside of the walk-in cooler with 
blower on the 


Coil and 


unit extends 
the refrigerating 
inside of the cooler wall 
compressor sizes are engineered to 
be self-defrosting. The unit is de- 
refrigeration of bever- 
othe 


signed for 


ages, produce, meats’ and 


perishables 


Pest and insect control 


Information about the habits and 
techniques of eliminating a wide 
variety of pests, including flies and 


mosquitoes, can be found in the 


Administrators Guide issue of 
HOSPITALS, part II of the June 1952 
issue. The table (on page 86 of 
Management Guides) offers infor- 
mation in four areas basic to pest 
control: Where do they live? What 
are some of their habits: How can 
they be kept out? What can be 
done to get rid of them?” 

An automatic, electric § insect 
control device (7D-5)* has been 
developed by two manufacturers 
It works quietly and effectively on 
flies, sand flies, gnats and 
quitoes 

The mechanism is thermostati- 
cally controlled to work automati- 
cally. It is attached to the wall 
about three feet below the ceiling 
and plugs into any standard elec- 
tric outlet. Particles of the insecti- 
cide are vaporized and remain sus- 
The insecticide 


mos- 


pended in the air 


is harmless to humans, animals 
Ag tra? nr de 
r Jeter pe 


and foodstuffs and will not stain 
walls or furnishings. The mecha- 
nism must be refilled with the in- 
secticide periodically. 

One of these devices can serve 
an area up to 16,000 cubic feet, 
according to the manufacturers. 
Additional units are recommend- 
ed for larger areas. 


Sandwich methods 


“Modern Sandwich Methods” is 
a new manual for quantity sand- 
wich production prepared and 
published by the American Insti- 
tute of Baking. It is designed as 
a handbook for daily use, an aid 
in training and a ready reference 
item. 

Presented in the manual are 
a blueprint for an ideal sandwich 
center and suggestions on working 
areas, filling orders, sanitation 
standards, sandwich cutting cues 
and arrangements, and stream- 
lining sandwich production. 

Copies of “Modern Sandwich 
Methods” are 25 cents each and 
may be obtained from the Amer- 
ican Institute of Baking, 400 East 
Ontario Street, Chicago 11. 


Master Menus for August 


THE AUGUST SERIES of the American Hospital As- 
Menu is printed on this and the 


sociation’s Maste: 
following pages 


August 
HRibler grapes 


‘ Poached 


These menus reduce to a minimum the number of 5. Crisp bacon 


Tenast 


diets, simplify planning, decrease costs and conserve 


2. Blended citrus juice 
Wheat flakes or oatmeal 


15S. Lemonade 
‘6. Peppyseed rotis 


August 2 


| Orange juice 

Orange Juice 

‘. Farina or wheat and 
barley kernet« 


food preparation time. The general diet forms the '. Jullenne vegetable soup | Serambled eae 
Saltines >». Link sausage 
basis of the seven most commonly used modified hos- % Baked haddock-lemon 6 vee gy wee tonst 
wed 


pital diets. Selections to be served on the general diet 

are set in boldface type in the Master Menus. 
Modified diets in the menu plan are the soft, full 

liquid, high protein, high calorie, low calorie, low fat 


e 
Baked haddock 


3 
Asparakus tips 


Vhipped potatoes 

Whipped potatoes 

1 Stewed fresh tomatoes 


Asparagus and sliced 


Temate okra soup 

Crisp crackers 

Chicken a la king on toast 
Roast chicken 

Parsicy potatoes 

Parsley potatoes 
Buttered broeceli 


| 


and measured or weighed. All except the full liquid 
diet have been planned to include the nine food es- 
sentials and servings required for nutritional ade- 
quacy. The menus are adaptable for selective service. 
Consideration is given in planning to flavor, vari- 
ety, attractiveness and general acceptance by patients. 

Master Menu kits containing the 
cards, sample transfer slyps and the “Master Menu 
Diet Manual” are available to users of the menus. 


Mayonnainxe 
Blueberry crumb pudding 
with blueberry sauce 


Ste 


(jireen peas 
Pineapple and grape salad 
French dressing 


Is. Lemon snow pudding 
with custard sauce Watermelon 
19. Lemon snow pudding ‘. Baked custard 
20. Fresh blueberries ‘sTape juice sponge 
Apricot nectar 20. Watermelon cubes 
21. Pineapple juice 
revised wall (ream eof mushroom soup 22. (ream of asparagus seup 
Whete wheat wafers Saltines 
Baked cheese loaf with 24. Hamburger with chopped 


olives on teasted bun— 


spiced crabapple 
potatoe chips 


Baked cheese loaf 


The kits are priced at $2 and may be secured by = o¢ 
of HOSPITALS. ,.- 


writing the Editorial 


Department 


eottage cheese 
faked potato 
tereen beans 


eurrant jelly 25. Broiled beef pattie 
Stuffed tomato with 


26. Broiled beef pattie 

27. Parsley cubed potatoes 
2s. Sileed beets 

29 Shredded cabbage and 


Single copies of the manual may be purchased for 
$1.50. 

Full directions for using the Master Menu are in 
the manual and information on preparing 15 other 
modified diets with the aid of the menus. 
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Tessed greens salad carrot salad 
French dressing ‘0. Mayennatise 
Fresh peach shortcake— S|. Angel feed cake 
whipped cream 32. Canned fruit cup 
Sliced peaches food cake 
Strawberry rennet- 33. Soft custard 
custard 3 Fresh fruit cup 
Orange sections 35. Blended citrus juice 
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Just call your Armour salesman 


for all these kitchen supplies! 


A single call to one man—your local Armour salesman— brings * Oils 
you prompt delivery on your choice of a wide variety of * Shortenings 
hotel products. * Soaps 

The Hotel and Institutions Department of Armour * Dairy Products 
and Company offers specialized service to hotels, clubs, * Poultry 
restaurants, hospitals, schools, and resorts on your chowce © Smoked Meats 
of any or all of these quality Armour products. * Fresh Meats 


* Fresh Frosted Meats 


Order Armour Fresh Frosted Pork Chops today! And 
for additional savings through Portion Cost Control, ask 
your Armour salesman for some of these other fine 
Armour Fresh Frosted Meats: Pork Steaks... Veal 
Cutlets ...Veal Roasts... Beef Roll Steaks .. . Beef 
Steakees ... Hamburger Patties... Sliced Beef Liver. 


Hotel and Institutions Department 
Armour and Company e General Offices « Chicago 9, Illinois 
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Long Experience Satisfies Dieticians, Food 

Supervisors and Hospital Administrators 

That GAS Has No Equal For Clean, Efficient 
Volume Cooking 


It’s by choice—not by chance—-that every hospital in 
Washington and its adjacent areas of Maryland and Virginia 
uses GAS for cooking. Executives of the city’s new, most 
modernly equipped hospitals are in unanimous agreement 
with those of Washington's older institutions on the many 
important reasons why GAS has been their selection for 
food preparation and service. 


One of the important reasons is the modern, streamlined 
compactness of Gas Cooking Equipment which fits into any 
type of kitchen, large or small. 


Another reason is the fast action obtainable with modern 
Gas Cooking Equipment—high-speed deep-fat frying, broil- 
ing by blue flame which seals in natural juices and vitamins, 
instant on-off heat for top-burner cooking. 


But this same efficient GAS fuel, under precise automatic 
control, permits slow roasting of meats and poultry in 
constant-temperature ovens so that every pound of raw meat 
produces the maximum number of generous cooked servings. 


Dieticians, food service administrators, and other hospital 
officials in metropolitan Washington, as well as in other 
cities coast to coast, will cite many additional vitally impor- 
tant reasons why GAS is best, by any standard of comparison, 
for every cooking requirement. They're important reasons, 
too -and your Gas Company or your kitchen equipment 
specialist will be glad to sum them up quickly for you. 


Washington, in addition to its 
many other roles, leads as a 
great medical center. The city 
and its suburbs contain not only 
large Army, Navy and Public 
Health Service Hospitals, but 
top-notch municipal private 
hospitals, too. They offer the 
evidence, the Proof of Savings 


They ALL 
cook with Gas 


--- in Washirgten 


GEORGETOWN HOSPITAL 
DOCTORS HOSPITAL 
PROVIDENCE HOSPITAL 
CASUALTY HOSPITAL 
EPISCOPAL EYE, EAR & THROAT 
ARMY MEDICAL CENTER (W citer Rood) 
GEORGE WASHINGTON HOSPITAL 
COLUMBIA HOSPITAL 
SIBLEY HOSPITAL 
CHILDRENS HOSPITAL 
PREEDMAN’S HOSPITAL 

SOLDIERS HOME 
EMERGENCY HOSPITAL 
GARFIELD HOSPITAL 
HOMEOPATHIC HOSPITAL 
GALLINGER HOSPITAL 
ST. ELIZABETHS HOSPITAL 
MOUNT ALTO HOSPITAL 


coc 
Suburban Washington 
WASHINGTON SANITARIUM 
Tekome Pork 
CIRCLE TERRACE HOSPITALS 
Alexandria 
ARLINGTON HOSPITAL 
Artington 
LELAND MEMORIAL HOSPITAL 
Riverdale 


SUBURBAN HOSPITAL 
Bethesda 


ALEXANDRIA HOSPITAL 
Alexandria 


PRINCE GEORGES HOSPITAL 
Cheverty 


NATIONAL NAVAL MEDICAL CENTER 
Bethesda 


FORT MYER HOSPITAL 
Fort Myer 


AMERICAN GAS ASSOCIATION -. 420 LEXINGTON AVE., NEW YORK 17, N. Y. 
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August 3 


- 


Slleed freak peaches 
Apricot with 
rlep rice eovent or granu. 
lar wheat cereal 
cooked cau 
‘srilled haw 
Teasted muffin 


Siphabet soup 
Methba tonnat 
Heast prime of beet 


Noast prime rite of beef 
Haked potatoe 

(autifewer au eratin 
ni 


Sliced temate salnd 
Husstan dreasing 
Preven delicious 
tes 

tee 

(srapetfruit jul 


fern bisque 

Teast «ticks 

Salad plate of fresh fruit 
and melon with blue- 
berrs garnish and 
minced ham sandwich 

f'oted chicken 


felers hearts 
(heeetate ectatr 
eherris 
Lemon 
Fresh pent 


August 4 


(hilled applesauce 

(orange and erapefruit 
duals 

Helled wheat of crisp ont 
cerent 

Serambled eaux 

‘ 

Teast 


(ensomme rosal 


Saltines 

Spanish pork chops 

liver 

Mashed potatoes 

Mashed tlives 

Huttered green tima 

Wax beans 


(Chinese cabbage satad 
Preach dressing 
(antaloupe 
hice 
jelly garnish 
Las pherrys welatiy 
Cantaloupe slice 
Oranne 


Old-tashioned potato 
(risp crackers 


Priested dried heeft on 
tensted hun 


Hrolled steak 
Rroad le 


Sliced carrots 

Mised green salad 

Peppy seed sweet 
dressing 

(Cherry cobbler with 

whipped cream 


ined fruit if 
i‘herry welatty 
Fresh herric 
Blended trus juice 


August 5 


(srapetrult juice 
(jrapefruit 
wheat or 


far 
soft enn 
‘ ris} bh 


Sweet rell« 


Heel neodle soup 

(risp crackers 

Heast lea of venl—arass 

bread dressing 

Roast lex of veal 
Parsicy belled potatoes 
tolled potatos . 

Harvard beets 

Julienne cut beets 


Lettuce 


theusnnd taiand dressing 


Hitterawmeet chocetate 
laser 
antied Apric tte 


(ream eof Lima bean seup 


Saltines 


Sauteed mushrooms with 
chicken liters on tenst 


(jrilled «hickesr 
rillied chicken 
Whipped potatoes 

(Treen peas 

Sliced orange and cress 

Lemon masonnaine 
Strawherrs ice 


August 6 


Orange halves 

Hrowen granular wheat 
ecerent or corn fakes 

Poached 

f ountry Me 


Hiuehberrs muftins 


Temate bouition 
Wetba teast 


and watercress 


Hot sliced turkey 
| Petate cakes 
Ne “ tere 


sweet-sour cabbag: 
i4 Spinach 
Marinated cooked 
temetable salad 
dressing 
Apple, peanut brittle 


secntllop 
}* Apple scallop Whipped 
1% Raspberry whip 
pseweetened grapefruit 
seacticns 
bilendedt [rus 


(ream of turkey soup 
€risp erackers 
Baked stuffed peppers 


with mushroom sauce 


pattie 


Broiled beef 
peattic 


beef 
Potato ball 
Jullenne green beans 


Slleed tomate and chicers 


antad 
Prench dressing 
Sliced fresh peaches 


Sliced peaches 

Vanilla jee rent 

Mixed fruit jules 


Whole wheat roll« 


noguet 7 
| thilled tomate juice 
Chilled tomato juices 
Wheat fakes« or hominy 
arits 
| Serambled exe 
» Crisp haces 
Tenmst 


Segetable soup 
€risp erackers 


Smothered stenk—parsles 


and radish garnixh 
aL ste 


Whipped potatoes 


1? VW al at ave 
breach fried exaplant 
14 \spar tx 


Tessed green salad 
cheese dressing 
Vanilian lee cream 


1S Vanilla ice cream 
1% Fruit ice 

- Fresh plame 

('ranae jJulce 


(ream of celery soup 

saltines 

scalloped chicken with 
ee and peas 

peat chis 


ind fre nus 


howmlles 
lHiot sliced 
Soft Lbiet) 
Buttered sliced heets« 
BPresh fruit satad 


chicken 


imtiles (Cornit 


Whipped cream dressing 


Haked ham—apiced prunes 


(up cake with fresh 
blueberry sauce 
fanhed thine «cherries 

tem 
Soft custard 
Freeh blueberries 
(rusts hard roti« 


August 8 


- 
die 


Phresh peach 

‘srapetrutit 

Heltled wheat or crisp 
corn cereal 

cooked 

(‘ri 

Teast 


( onsomme 

saltines» 

Hrellied white fish—pars- 
les butter 

whitefish 

scalleped potate 

protate 

Huttered carret strips 

(uartered carrots 

Shredded lettuce 

Hussian dressing 

Lemon chiffon pie 

Lemon chiffon pudding 

Lemon chiffon pudding 

Fresh pineapple 

flenmeded citrus Julce 


fern chowder 

Tenst sticks 

Salmon saland—aweet 
plekle relish—tomate 

saimon wax 

lettuce 

beans 


salmon on 
lemon 
jreetatoes 


with 


felery and radishes 


(antaloupe 

(‘fanned peeled apricots 
Raspberry rennet-custard 
Cantaloupe 

apple Juice 

Het rolls 


9 


Biended citrus juice 

Biended citrus juice 

Putfed wheat or oatment! 

Poached exw Commit on 
Normal Diet) 

(‘anadian bacon 

tLinger muffins—( anadian 
bacon 


Split pea seup 
(Crisp crackers 
Individual beef and 
seaetahble ple with 
parsicy biscull crust 
rolled beef 
Potatoes (in pie) 
Raked potatoe 
fern on the cob 
Asparagus tips 
Sliced beet and hard 
cooked exe salad 
Savory dressing 
Bread pudding with 
apricet sauce 
Bread pudding 
apricot sauce 
ice 
W lon 
(oranke Juice 


with 


Cube 


(ream of tomate soup 

Saltines 

Scalloped aweet potatoe 
and apple—crisp bacon 
slices 

Scrambled with 
bacon curls 

Broiled lamb chop 

lbiced potatoes 

Spinach 

Shredded cabbage and 
fresh pinecapple salad 

Lemon mayonnaise 

Fresh fruit compote— 
lemon cookies 

Canned fruit cup 

Maple custard 

Fresh fruit cup 

Apri of nectar 

Hread 


August 10 


4 


grapes 
(irapefruit juice 
Hominy or wheat and 
barley kernels 
Scrambled 


bacon 
Haisin toust 


Orange juice with ginger 
ale 


Heast turkey and 
dressing —cranberrs 
Jelly 

Hot sliced turkey 

Whipped petaters 

W hippe al potatoes 

Huttered green peas 

(jreen peas 

ale fruit gelatin 
salad 

Lemon cream dressing 

Phresh peach ice cream 

(Thocolate tee cream 

Lemon 

nsweetened baked 
pea h 
teef bouillon 


fresh 


(ream of chicken soup 

Crisp crackers 

temate on tenst 
with rarebit sauce— 


i‘heese 

sliced beef 
tomato 

Stuffed baked potato Comit 
on Soft Diet) 

Sliced carrots 

fresh pear and 
apple salad 

Fruit salad dressing 

(reamy rice pudding with 
red raspberry sauce 

Applesauce 

tuspberry rennet-custard 

Fresh pineapple cubes 

Blended citrus Jules 


grilled 


August 11 


Orange juice 

juice 

Hran fakes or farina 
soft cooked 
(‘risp bacon 

Toast 


Reef vegetable seup 

Saltines 

Haked ham—pineapple 
sauce 

Kirolled ste ak 

Potatees au gratin 

New potatoe 

Steamed new cabbage 

Steamed diced squash 

Apricot and grape salad 

Chantilly dressing 

Heston cream pie 

Vanilla cream pudding 

Jellied apricot nectar 

Sliced fresh peaches 

Pineapple Juice 


(ream of corn soup 
Melba toast 
Ven! loaf with pimiento 
cream sauce 
Veal souffle 
Cold sliced roast 
taked noodles 
Julienne green beans 
Homaine and sliced 
fomato salad 
trench dressing 
Frult gelatine with 
whipped cream 
(‘fanned Roval Anne 
cherries 
“herryv gelatin 
nsweetened grapefruit 
sections 
(jrapefruit juice 
Caraway seed rolls 


veal 


August 12 


(antaloupe 

Vineapple Juice 
Oatmeal or corn flakes 
Peached eax 

Link sausare 

Toast 


Alphabet soup 

Melba toast 

Chicken fricassee on rice- 
currant jelly in lettuce 


cup 
Roast chicken 


Steamed rice 
Swiss chard 
Spinach 
Watlderf salad 


Fresh cocenut whipped 


cream cake 
Whipped cream cake 
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~] Clean Plate to Clean Plate 


Hobart Charts the Way to Peak 
Kitchen Efficiency 


Plan your kitchen for superior 
production efficiency with Hobart 
products designed to bring highest 
standards to the job. Increased 
production is the watchword today 
—and that is based on food and 
kitchen machine performance! 


You can find every machine 
shown here proudly wearing a 
Hobart nameplate--every one de- 
signed, manufactured, guaranteed § 
and serviced by the oldest name in 
the business. You'll find most of © 
them in a wide range of capacities 
and sizes--to bring you peak 
efficiency. And you'll find every 
one of them clean in design and © 
clean in performance—so care- 
fully designed and ruggedly built 
that many kitchen operators still 
use Hobart products over 20 years 
old. And it’s seldom that any of 
them replace a Hobart with any- 
thing but a mew Hobart. Let your | 
convenient local Hobart representa- 
tion chart your path to peak kitchen 
efficiency. Just call ... The Hobart © 
Manufacturing Co., Troy, Ohio, 


Hobart 


kood Machines 


THE HOGART MANUFACTURING COMPANY 
TROY, 

The World's Largest Manutacturer of Food, Kitchen 

and Dishwashing Machines 
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Lime whip 
Freeh blueberries 
juice 


Lima bean soup 

Saltines 

Hamburg on teasted bun— 
peotate «ticks 

Broiled beef patti« 

roiled beef patti 

Hiaked potato 

Sliced heeta 

Sliced orange saind 

Olive Prench dreasing 

Pineapple acraham cracker 
pudding 

firange and banana cup 

Floating istand 

Freeh pear 

Hiended citrus juice 


13 


31 


36 


(.rapefralt juice 

tirapefrult juice 

Puatlied wheat or hominy 
arits« 

Soft cooked ean 

‘irilled ham 

Oatmeal muffins 


veactable soup 

( risp crackers 

Heast teg of lamb—-agray — 
erange silce with mint 


Roast lew of lamb 

Vhipped potatoes 

W hipped Petatoes 

(.Treen peas 

(,reen peas 

Pear and grated American 
cheese snlad 


Hutter pecan tee cream 
Raspberry sherbet 
taspherry jee 

Fresh pineapple 

Apricot and lemon nectar 


(ream of mushroom soup 

Teast aticks 

Spaghetti with meat 
anuce 

and noodle casserol:s 

t‘old roast heef 

Parsley potatoes (omit 
on Soft Diet) 

Asparagus tips 

Sliced tomato salad 

Mayonnainze dreasing 

Presh fruit cup— 
chocolate cookle 

(fanned fruit cocktail 

Chocolate pudding 

Fresh fruit cup 

firange juice 

Preach bread 


August 14 


— 
— 


— 


Sliced banana in orange 
jJulce 


juice 

Brown granular wheat 
cereal or puffed rice 

Poached 

Crisp bacon 

Teast 


Chicken noodle soup 

Saltines 

Heoast fresh ham—green 
applesauce 

Krotled chieken livers 

Candied sweet potato 

Steamed rice 

Lima beans 
aX Deans 

Shredded cabbage and 
raisin anlad 

Sour cream dressing 

Watermelon 

(Chilled pear with custard 
sauce 

Mocha sponge 

Watermelon 

Blended citrus juice 


(ream of asparagus soup 
(risp crackers 
(reamed on crisp 
fried needle 
‘reamed 
Hot sliced turkey 
Whipped potatoes 
Jullenne carrots 
Pear and cantaloupe salnd 
Lemon cream dressing 
Date mut terte with vwanilia 
sauce 
Fresh applesauce 
Vanilla blanc mange 
Fresh peach 
(irapefruit juice 


Hard rolls 


15 
plame 
Prune juice 
Wheat Gakhes or ontmen! 
Serambied eau 
sausage 
Sweet reoti« 


of celery soup 

Metha tonat 

Peached salmeon— 
lemon wedge 


16 Poached fresh salmon 
Creamed new petaters 
12 New potatoes 

Corn en the cob 

14. Julienne beets 

Waldert salad 

16 

Apricot Chartette 

Apricot whip 

19 Apricot whip 


Seedless grapes 
21. Cirapefruit juice 


22. Vegetable seup 

Saltines 

24) Riee with Spani«h 
sauce 

25. Riee timbales with eee 
sauce 

Scrambled exe, chicken 
livers 

27. Broad noodles tomit on 
Soft 

Green peas 

Lettece wedge 

10 Hessian dressing 

S|. Fresh peach ice cream 

32. Canned peach half with 

lime ice 

13. Lime ice 

a4. Fresh pineapple 

>. Blended citrus juice 

5 Whele wheat bread 


16 

Orange alices 

juice 

Rolled wheat or crisp 
rice cereal 

4. Poached Comit on 
Normal Diet) 

» Crisp bacon 

French tonst—bacon «trip 

and maple syrup 


7. Barley soup 

crackers 

Country fried satenk 

HRrolled steak 

| Senlloped potatoes 

2 Diced potatoes 

Mashed rutabagas 

4‘. Quartered carrots 

Temateo half stuffed with 
celery and olive 

Mayonnaise dressing 

Heneydew melon—lime 

wedge 

IS Raspberry Bavarian 

1% Raspberry gelatin whip 

20) Honeydew melon balls 

21. Limeade 


22 Chicken gumbo soup 

23 Metba teast 

Creamed asparagus with 
alleed hard cooked 
on tonat 

25. Creamed egg@s on toast 
ASparagus 

26. Cottage cheese 

zi faked potato 


asparagus 


Orange sections, pitted 
date and watercress 
aalad 

Parisian dressing 

Reyal Anne cherries— 
oatmeal drop cookies 

32. Royal Anne cherries 
sugar wafers 


33. Seft custard 
Freeh pear 
35. Temato juice 
36 

August 17 


Grapefrelt jaice 

2. Grapefruit juice 

€Cernm GQakes or brown 
cranular wheat cereal 

Seft cooked 

5 Link sausage 

Coffee cake 


Vegetable jJuice cocktall 


Reast chicken—red pepper 
relish in lettuce cup 

10 chicken 

11 hipped potatoes 


12. Whipped potatoes 

fried cangpiant 

14. Chopped spinach 

Fresh pincapplic and grape 


16 Lemer cream dreesing 
Coffee tee cream 

18 Coffee ice cream 

1%. Chrange lve 

Cbrange sections 

Consomme saltines 


Cream ef chicken seup 

€rtep crackers 

Cold eutse—petate salad— 
temate wedges 

°S Minced beef -liced beets 

Cold sliced corned beef 
diced beets 


27. New potatoes 

on 

°° Carret curts and radishes 

Fresh plam tart 

Chilled applesauce 

33. Floating island 

24. Unsweetened stewed fresh 


plums 
35. Orange juice 
16. Paempernicke! bread 


August 18 
Fresh peach 
2. Apricot nectar 
° Heminy or shredded wheat 
4 Peached ean 
Crisp bacon 
Teast 


Temate bisque 

Saltines 

Het cerned beet—mustard 
pickle 

10, Roast sirloin of beef 

1 Parsiey bolled potatoes 

12. Parsley boiled potatoes 

13. Steamed new cabbage 

14. (jreen peas 

1+. Pear and cream cheese 
aniad 

6 French dressing 

7. Fresh cocenut orange 
chiffen cake 

18. Orange chiffon cake 

19. Whipped cherry gelatin 

20. Unsweetened canned 
bovsenberries 

21. Grapefruit juice 


2. Vegetable soup 

23. erackers 

24. Prienssee of veal on 
steamed rice—currant 
Jelly in lettuce cup 

25. Broiled veal pattie 

26. Brolled veal pattie 

27. Fluffy rice 

2s Parslied quartered carrots 

2%. Temate, cucumber and 
radiah salad 

Savery dressing 

51. Presh fruit cup— 
vanilla wafer 

32. Canned peeled apricots 

33. Cherry rennet-custard 

34. Fresh fruit cup 

45. Orange juice 

Crusty hard rolls 


August 19 


1 Heneydew melon 

2. Blended citrus juice 
+. Bran fakes or farina 
Scrambled ea« 
Canadian bacon 
Graham muffin 


7. Beef boullion 

Melba toast 

Sauteed liver—French 
fried enion rings 

Sauteed liver 

Potato au gratin 

2. Diced potatoes 

Stewed tematoes 

4. Asparagus 

5 Asparagus and hard 
cooked salad 

16 Resstan dressing 

17. Apple turnever—nutmeg 


sauce 
18 Apple scallop 
1% Assorted gelatin cubes 
20. Riblier grapes 
21. Orange juice 


2°. Corn chowder 

23. Saltines 
4‘. Casserole of creamed 
chipped beef with tonst 
points 

25. Broiled sweet breads 

76. Broiled sweetbreads 

27. Duchess potatoes 


treen peas 
Fresh peach salad 
Heney cream dressing 
Raspberry sherbet 
32. Raspberry sherbet 
5 Soft custard 
24. Uneweetened red 
raspberries 
35. Grapefruit Juice 
16. Cleverteaf rolls 


August 20 
|. Orange juice 
2. thbrange juice 
Retled wheat or corn 
en 
Peached 
5. (risp bacon 
Vemst 
7. Green aplit pea seup 
Crisp erackers 
% Yankee pet roast 


106. Vankee pot roast 

Oven browned peotate 

12. Whipped potatoes 

Buttered Brusseci« sprouts 

14. Julienne carrots 

15. Shredded raw carrot and 
raisin salad 

16 

cream pie 

18. Vanilla cream pudding 

1%. Pineapple whip 

20. Fresh fruit cup 


21. Grapefruit juice 


22 Old-fashioned potato seup 

23. Saltines 

°4. Verkey ple with potato 
cover—parsicy and olive 
aarnish 

25. Cold sliced turkey 

Cold sliced turkey 

27. Baked noodles 

2s. Spinach 

29 Plekled beets and onton 
ring salad 

50. Resstian dressing 

Presh blacherries with 
cream—lemon cookies 

82. Home style peaches 
lemon cookies 

23. Cherry gelatin cubes 

34. Fresh blueberries 

35. Blended citrus juice 

6. Bread 


August 21 
| Fresh applesauce 
2. Tomato juice 
Crisp rice cereal or 
oatme 
Seft cooked 
5. Country sausage 
Peean rolls 


?. French onton soup 

Hye cheese croutons 

% Baked Canadian bacon— 
broiled pineapple 


10 Broiled lamb chop 

(Creamed new potato 

12. New potatoes 

1°. Bettered green beans 

14. Green beans 

15. Chimese cabbage salad 

16. Theusand Island dressing 

Cheeolate walnut icebox 
deasert 

18 Canned fruit cocktail 

19. Chocolate rennet-custard 


20 one eetened grapefruit 
sections 
21. Orange juice 


°° Chieken okra soup 

23. crackers 

°4. Stuffed hamburaer loaf— 
fresh mushroom sauce 
and brotled tomatoe 

25. Broiled meat pattie 

26. Broiled meat pattie 

27. Riced potatoes 

Asparagus 

°°. Tessed greens 

20. Requefert cheese dressing 

‘1. Pistachio tee cream 

32. Vanilla ice cream 

33. Lemon snow—custard 
sauce 

34. Fresh pineapple 

35. Pineapple juice 

16. Whele wheat bread 


August 22 


1. Slleed fresh peaches 

2. Grapefruit juice 

Brown granular wheat 
cereal or puffed rice 

Poached 

(Crisp bacon 

Toast 
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First displayed at the National Restaur- 
ant Show—these great new Toledos have 
earned enthusiastic acclaim. 


Designed with Toledo-engineered new 
features to help you save time... reduce 
costs. In two sizes—and either timed- 
automatic or manual operation—both 
with new simplified electrical controls. 

In the timed-automatic operation a 
touch of the starting button locks the 
door ... flashes signal light... and the 
machine carries a perfectly 


timed wash and rinse cycle automatically. 


New 3-Way Door exposes three sides 
of machine at once . . . gives quiet easy 
operation ... and new handsome clean- 
line appearance. These Toledos are 
available for straight-through, or corner 
installation. Models DS-27 and TA-27 
(timed-automatic) handle 1350 dishes 
per hour; the DS-22 and TA-22 (timed- 
automatic) have a capacity of 850 dishes 
per hour. 


it’s NEW! it FAST: 


ros PORTION CONTROL Toledo 


Speedweigh Over-Under / 
Scales meet your needs = 
new speed with accurac / 


portion weighing! Shadow- i 

free wide-angle reading . 
sensitive to 1/64 of an ounce 
. Stainless steel beam... en- 
closed levers . . . choice of 
platters and scoops. 
5 lb. capacity. 


TOLEDO SERVICE 


Factory-trained...200cities 
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( oneomme 
Vhelte wheat waters 
Hretled take treut—ltemuon 


Mrotied iake trout 
potators 
Wh pped potatoes 
spinach seule 
(hopped epinach 
Apricet, plum and arape 


sain 
Preach dressing 
Jetty rell 
Jeliv 
Apricot nectar mold 


fream of treah muashrowm 


4 

Haked tuna and 
plokle 
alices 

faked tuna fleh and 


le 
fat tutia with 
haked potate on 


beets 

Hearts of lettuce with 
aliced radishes 

Prench dressing 

Henesdew meton—time 


wedue 
@elatin 


apberry gelatin 
Hlonevdew meton ball» 
Apple jules 
Pinger retl« 


August 23 


Hran fakes or hominy 
soft cooked eau 

Link 

Sweet relia 


Hroth with jullennue 
teactables 
Saltines 
Individual veal roll baked 
in «renm 
if treiled veal chop 
VUbhipped potatoes 
W hh al 
| tautiflewer polonatise 


14 Mashed squash 
Presh fruit and meton 


breach dressing 
theese apple crisp—lemon 


wallop 


(ream of corn soup 
4 Metha tonst 
Chicken toaf with pimiento 
cream sauce— 
watermeton pickle 
‘reamed chicken 
hicken 
treen pens 
Presh pineapple and 
shredded cnbhawe salad 
Lemon mayonnaise 
Hineberrs turnever with 
blueberry snuce 
Roval Anne cherrt« 
Soft custard 
Freeh blueberries 
Parker Heuse rotl« 


August 24 


Henesdew melon 
Y HRlended citrus juices 
Heltled wheat or crisp corn 


tonst 


Reutlilon 

Metha tonat 

Baked ham—«piced 
erabapple 

Rieast turkey 

Mashed sweet potatoes 

New pert 

Ferd Heoek Lima beans 

Parslicd wax beans 

Hermuda salad 

cheese dressing 

peach sundac 

Stewed fresh hh surdnue 

Fruit 

Sticed freaeh peaches 

Jiitee 


sts 


(ream of chicken seup 
(risp crackers 
tresh shrimp salad—eliced 
toma toce—eho. string 
potators 
woldenrod on toast 
Tomato stuffed with 
tlaked potatye 
and ripe olives 


pie 
f‘'anned fruit cup 
Fleating island 
fruit cup 
jJulce 
iroham muffins 


August 25 


(.rapetrult jaice 

fruit Julce 
(ornflakes or oatmeal 
Seft cooked eae 

‘jrilled ham 

Whole wheat raisin teast 


(ream of pen seup 

reuteons 

Veat loaf—temate sauce 
rolled beef pattie 
O'Brien potatoes 
(*ubed potatoes 
(ern on the cob 
fullenne carrots 
Head lettuce salad 
Chutnes dressing 
Pineapple delictous 
i‘reamy rice pudding 
welatin 

Fresh peur 

Blended citrus Jules 


Noodle soup 

Saltines 

Turkes shortenke— 
eranberry jelly 

Turkey shortcake 

i‘ola stieed turkey 

hiiced potate (omit on 
Saft 

Preach «tyle green beans 

ale frult satad 

salad dressing 

Cheecoltate frosted black 
walnut cookies 

(‘anned fruit gelatin 

(hocolate pudding 

Fresh plurns 

Pineapple Juice 


gust 26 


Hing cherries 

Apricot nectar w ith lennon 
jules 

Fartna or wheat and barte» 
kernels 

Ponched exe 

(‘risp bacon 

Teast 


onsomme 

Tenst «ticks 

Heast pork—applesauce 

a liver 

Mashed potatoes 

ad potatoes. 

Hrussels sprouts 

lticed beets 

Sliced temato salad 

Chiffenade dressing 

tLingerbread with sliced 
bananas and whipped 
cream 

(jingerbread, barana 
“A i a Tre 

Fruit ice 

(‘untaloupe 

f;rapefrult Jutece 

(ream of pen seup 

Melba toast 

Heef «stew with seaetables 

Reef cubes baked with 
noodles 

Broiled cubed steak 

Noodles tomit on Soft 


spinach 

peach salad 
Lemon cream dressing 
Stewed fresh plams 
bre apple 

Soft custard 

rapes 


€ hard reli« 


August 27 


Hanana 
Blended citrus jJulce 
Paffed rice or brown 


aranular wheat cereal 
| Serambied «aa 
Canadian bacon 
Cinmamen 


Seoteh bartes broth 

Saltines 

Breaded veal catlet— 
currant jelly in lettace 
cup 

{oust Veal 

(ettage {ried potatoes 

Baked potatoe 

tomatoes and 

eelers 

i4. Asparague tips 

Cabbage and red appic 
salad 

Sweet salad dressing 


== 


Bleeberry cottage pudding 


with blueberry sauce 
is Cottage pudding with 
lemon sauce 
1% Lemon rennet-custard 
20. Fresh blueberries 
21. Orange juice 


Presh vegetable soup 
€risp erackers 
macaroni 
casse role—pickle relish 
25. Hambure macaroni 


26. Brotled meat pattie 

27 Macaroni tomit on Soft 


peas 

Lettuce wedge 

Theusand Iatand dressing 
‘| Watermelon 

Canned peaches 

(Tape sponge. 

‘4. Fresh peach 

Frultade 

French bread 


August 28 


Orange juice 
juice 


S Relled wheat or corn fakes 


Ponched 
‘‘risp bacon 


Chilled temato julce 


- 


HReast turkey —dressing 
and gras y—cranberrs 

1), Roast turkey 

| Whipped potatoes 

2. Whipped potatoes 

Steamed pear! onions 

1 Wax beans 

» Marinated whole green 

beans, cooked carrot 
slices and caulifewer 
anliad 

SVinegar-oll dressing 

Coffee tee cream 

Coffee ice cream 

% Raspberry 

aL tibier grapes 

"lt. Bouillon 


Mulligatawny soup 

Sattines 

Braised tiver—new 
potatoes in cream 

25. Braised liver 

26. Braised liver 

2). Stuffed baked potato 

JS Jutlenne ecnrrots 


Cottage cheese and chives 


on lettuce 
Prenech dressing 
Presh fruit cup 
32. Canned fruit cocktail 
iS. Soft custard 
4. Fresh fruit cup 
Blended citrus juice 
Clewverteaf roll« 


August 29 


| Cantaloupe 

2 Prune juice 

' Shredded wheat or farina 
| Seft cooked 

» Link sausage 

Bleehberrs muffin 


Old-fashioned potato seup 

Saltines 

' Shrimp creole 

Rrolled halibut 

Steamed rice 

12 Riced potatoes 

t(reen beans 

14. tjreen beans 

Slleed beet and hard 
cooked eaxa salad 

Savery dressing 

Trepteal lemon gelatin 
with whipped cream 


Pear in lemon gelatin 
Whipped lemon gelatin 
Fresh pear 

('range juice 


(ream of corn seup 

(risp crackers 

Cheese sou Mfe—ripe 
tomate relish 

(“heese souffle 

Broiled lamb pattie 

Parslied potatoes 

\sparagus 

T greens with fresh 
fruit 

Heney French dressing 

Cherry criss-cross pic 

‘‘anned Roval Anne 
cherries 

Maple custard 

Uneweetened Koyal Anne 
cherries 

tirapefruit juice 

Whole wheat bread 


August 30 


(rapefrult sections 


(;rapefruit Juice 
Oatmeal or puffed wheat 
Serambled ex« 


(‘risp bacon 


Teast 


Aiphabet seup 

Whole wheat wafers 
Heet-a-la-mode 

ot roast of beef 

Ohven browned potatoes 
Roiled potatoes 
Mashed rutabagas 
Julienne carrots 

Pear blush salad 
(ream mayonnaise 
Pincapple-mint ca 
Banana cream pudding 
(irape sponges 

Fresh pineapple cubes 
Tomato juice 


(ream of asparagus seup 

Saltines 

Teasted ham sand wich— 
pickle chips 

(Crisp bacon 

Baked veal chop 

Baked potato 

Spinach 

Temateo slices on romaine 

French dressing 

Heston cream ple 

(orange sections 

Vanilla cream pudding 

sections 


» Orange juice 
August 31 

|. Slleed fresh peaches 

2. Orange juice 

J. €rtap rice cereal or brown 
aranular wheat cereal 

4. Poached ege tComit on 
Normal Diet) 

>» Broiled ham 

Het biscult and hones — 
broiled ham 

Apricet nectar 

s 

Fried chicken with cream 


and spiced crab 


apple 
Brotled chicken 
Stuffed baked potatoe 
Stuffed baked potato 
Broccoli 
Mashed squash 
(Celery and olives 


Lemon velwet lee cream— 
chocolate chip cookie 

Lemon velvet lee cream 

Lemon ice 

Cantaloupe balls 

(‘onsomme—saltines 


Fresh vegetable soup 
Crisp crackers 
Sweethreads and fresh 
mushrooms in pattie 
shell 
Broiled sweetbreads 
Brolled sweetbreads 
Parsley new potatoes 
(i.reen peas 
Fresh fruit salad 
Fruit salad dreasing 
Peppermint taploca 
pudding 
(Cherry gelatin 
Whipped cherry gelatin 
Fresh pear 
Prune juice 
Poppyseed rell« 
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CUT FOOD COST...BY CUTTING WASTE... 


NABISCO 
Individual 
Servings... 


PREMIUM 
SALTINE 
CRACKERS PER SERVING 


..-in moistureproof cellophane packets 


® Each package contains the @ Less breakage...no waste of 


right-sized portion for the average hottom-of-the-box pieces 


serving of soup...chowder...salads 
@ Fresher...no waste caused by 


staleness or sogginess 
© Thrifty substitute for bread 


and rolls @ Better taste...these tempting 


salty, flaky PREMIUM Saltine 


Crackers are always crisp and 


® Easier to handle...no waste of 4 
time in handling unused crackers PS 
+. 
. 7 
and trving to keep them fresh fee \ 
Ey ervbody knows the name 
NABISCO”... Bakers of quality 
*SNOWFLAKE SALTINE CRACKERS products that are synonymous 


in the Pacifie States 


with good things to eat. 


4 


SEND FOR THIS FREE BOOKLET Natinal Brscust Depe. 26, 449 W. New, 
y ¥ Ar ed the Clock ath A 
packed with ideas on how to increase sales 
and cut food cost with NABISCO prod- + Nanx litle 
uets including PREMIUM Saltine ‘ 
Irganizatron 
Crackers * TRISCUIT Wafers « RITZ ~ 4 
Crackers « DANDY OYSTER Crackers Address 
© OREO Creme Sandwich h City State 


A PRODUCT OF 


NATIONAL BISCUIT COMPANY 
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GEE, NURSE ! 
THIS IS THE SAME 
SOAP WE USE 
AT HOME! 


WELL-KNOWN C.PP SOAPS 


Add A “Personal Touch” to Hospital Service! 


No patient teels completely ar Cashmere Bouquet, aristocrat ot 
home in a hospital. But there's one tine toilet soaps, 1s a big favorite in ’ 
service you can provide that patients private pavilrons. Women like the iain \ 
recognize and appreciate. That is: give delicate pertume and creamy lather of ey | 
them the very same soaps they use at this hard-milled luxury soap. Avail. 
home able in“), ‘4, L and 14-02. cakes | 


FREE! New 1952 Handy a 


Soap Buying Guide. Tells 


Paimolive Soap (hic familiar green 


wrapper is known and enjoyed in mil- 


hons of homes throughout America you the right soap for every COLGATE’'S FLOATING SOAP is 
Provides abundant lather and meets oa Py Se Rent made especially tor hospital use. Meets 
highest hospital standards tor purity the most exacting requirements for 
Available in ‘2, 4, 1 and 2-oz. cakes Department. purity, mildness and economy. 


Colgate-Palmolive-Peet Company 


JERGEY CITY 2.N.45. * ATLANTA 3.GA. CHICAGO TN. ILL. KANSAS CITY 5. KANS. BERKELEY 10, CALIF. 


112 HOSPITALS 


? a a 
wi | 
SEX 
Lash 
ALMOLIVE Ro Mere 
THis Soap * 4 


Dr. RUSSELL A. NELSON has been 
appointed successor to Dr. Edwin 
L. Crosby as director of the Johns 
Hopkins Hospi- 
tal, Baltimore, 
Md. Dr. Crosby | 
will assume the 
directorship of 
the new Joint 
Commission for 
the Accredita- 
tion of Hospitals 
September 1. 

Dr. Nelson, 
now assistant to 
the vice presi- 
dent of the Johns 
Hopkins Univers.ty and Hospital, 
has been associated with the insti- 
tutions as a member of the profes- 
sional and administrative staffs 
since his graduation from the Johns 
Hopkins School of Medicine in 
1937, when he was appointed to 
the house staff of the hospital as 
an intern in medicine. He has 
served as assistant resident at the 
hospital and as an instructor and 
assistant professor of preventive 
medicine on the medical faculty of 
the university. In 1945 he was ap- 
pointed assistant director of the 
hospital and in 1947 became as- 
sistant to the vice president. 


DR. NELSON 


Dr. JOSEPH P. LEONE has been 
appointed director of the Quincy 
(Mass.) City Hospital. He had been 
head of the hos- 
pital from 1935 
to 1946. 

He also has 
served as direc- 
tor of the Dela- 
ware Hospital, 
Wilmington, 
and as admin- 
istrator of 
the Norwalk 
(Conn.) Hospi- 
tal. DR. LEONE 

Dr Leone is 
a member of the American Hos- 
pital Association and a fellow of 
the American College of Hospital 
Administrators. 


WILLIAM G. MESSER, formerly 
purchasing agent at University 
Hospital, Augusta, Ga. has been 
appointed administrator of the 
new Laurens County Hospital, 
Dublin, Ga. The hospital is ex- 
pected to open in the fall. 


M. J. McDANte., formerly ad- 
ministrator of Memorial Hospital, 
Adel, Ga., now is administrator of 
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the new Douglas-Coffee County 
Hospital, Douglas. Ga. The hospi- 
tal now ts under construction 

Mr. McDaniel is a member of the 
American Hospital Association. 


W. J. MEZGER has been appoint- 
ed administrator of the Kaiser 
Permanente Hospitals now under 
construction in 
Los Angeles. 

Since 1947, 
Mr. Mezger has 
served the hos- 
pital field as a 
hospital con- 
sultant. Before 
that he served 
as administra- 
tor of Knicker- 
bocker Hospital, 
New York City, 
and associate 
director of Michael Reese Hospital 
in Chicago. He was head of the 
Cedars of Lebanon Hospital in 
Los Angeles from 1940 to 1943. 

The Kaiser Permanente Hospi- 
tal in Los Angeles, a 210-bed in- 
stitution, is scheduled to open by 
Jan. 1, 1953. 


MR. MEZGER 


Dr. K. H. VAN NORMAN, director 
of the Doctors Hospital, Seattle, 
Wash., has announced that he will 
retire August 1 after 30 years in 
the hospital administration field. 

His successor will be Dr. ROBERT 
F. BROWN, medical director and 
assistant administrator of St. 
Luke's Hospital, Chicago. 

Dr. Van Norman has been di- 
rector of the Doctors Hospital 
since 1944. Before that he was di- 
rector of the Charles T. Miller 
Hospital, St. Paul, Minn., from 
1922-27, and director of the Uni- 
versity Hospitals of Cleveland 
from 1927 to 1932. From 1932 until 
1943, he was general superintend- 
ent of the King County Hospital 
System in Seattle. 

Dr. Van Norman is a charter 
fellow of the American College of 
Hospital Administrators; a life 
member of the American Hospital 
Association; a past president of the 
Washington State Hospital Associ- 
ation, and vice president of the 
Seattle Hospital Council. 


Dr. Brown is a graduate of the 
University of Oregon School of 
Medicine. He has been at St. 
Luke's Hospital for the past seven 
vears. He is a member of the 
American Hospital Association's 
Council on Professional Practice 
and of the American College of 
Hospital Administrators. 


WiLrorp H. KEeLiey, a former 
teacher, has been appointed assis- 
tant administrator of Beth Israel 
Hospital, Newark, N. J. He served 
in the Medical Administrative 
Corps during World War II. 


Dr. J. A. KATZIve, director of 
Mount Zion Hospital, San Fran- 
cisco, for the past 11 years, has re- 
signed to be di- 
rector of the 
Health Services 
Division of the 
United Auto 
Workers where 
he will work to 
expand the un- 
ion’s health se- 
curity pro- 
grams. 

Prior to his 
appointment as 
director of the 
Mount Zion Hospital in 1941, Dr. 
Katzive served as assistant direc- 
tor of Mount Sinai Hospitals, New 
York City, and as medical super- 
visor of the outpatient department 
of Montefiore Hospital, Pittsburgh. 

Dr. Katzive is a fellow of the 
American College of Hospital Ad- 
ministrators, a member of the 
American Medical Association, the 
American Hospital Association, 
and the Association of Western 
Hospitals. He has served as presi- 
dent of the California State Hos- 
pital Association and of the San 
Francisco Hospital Conference, 
and as a member of the Council 
on Prepayment Plans and Hospital 
Reimbursement of the American 
Hospital Association. 


DR. KATZIVE 


Dr. Rocer W. DeBusk, formerly 
director of the Lancaster (Pa.) 
General Hospital, has been ap- 
pointed administrator of the Sam- 
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Oakland, 
ELLARD L. 


uel Merritt Hospital, 
Calif. He succeeds 
SLACK, who is retiring 

Dr. DeBusk was director of 
Evanston (Ill.) Hospital before 
going to Lancaster. He is a mem- 
ber of the American Hospital As- 
sociation. 


ABRAHAM ROSENBERG, adminis- 
trator of the Hospital For Joint 
Diseases, N. Y. C., is now ex- 
ecutive director 
of that hospital 
succeeding Dr 
who has retired. 

Mr. Rosen- 
berg has been 
associated with 
the Hospital for 
Joint Diseases 
for the past 23 
years. He has 
been adminis- 
trator for the 


MR. ROSENBERG 


past 10 years 

He is a member of the American 
College of Hospital Administra- 
tors and the American Hospital 
Association, as well as other hos- 
pital organizations. 


Ropert J. THOMAS has been ap- 
pointed administrator of the 
Rancho Los Amigos Hospital, 
Hondo, Calif. 
Mr. Thomas 
received his 
masters degree 
in hospital ad- 
ministration 
from North- 
western Uni- 
versity and 
served as ad- 
ministrative as- 
sistant to the 

MR. THOMAS Los Angeles 

County Super- 
intendent of Charities. For three 
and one-half years, he was execu- 
tive assistant to the director of 
the Los Angeles County General 
Hospital 

Mr. Thomas is a member of the 
California Hospital Association. 


WILLIAM H. WAITE has been ap- 
pointed assistant director of Muhl- 
enberg Hospital, Plaintield, N.J., 
succeeding R. ASHTON SMITH who 
resigned to accept the position of 
director of Lawrence (Mass.) 
General Hospital 

Mr. Waite is a graduate of the 
course in hospital administration 
at the University of Minnesota and 
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served his residency at the Syra- 
cuse (N.Y.) Memorial Hospital. 
For the past year he has been ad- 


ministrative assistant at the 
Pennsylvania Hospital, Philadel- 
phia. 


Dr. C. S. SENTELL has been ap- 
pointed superintendent of the 
Shreveport, (La.) Charity Hospi- 
tal. He succeeds Dr. W. E. REI. 


BURWELL W. HUMPHREY has 
been appointed superintendent of 


MR. HUMPHREY 


MR. WHITAKER 


Emory University (Ga.) Hospital, 
succeeding ROBERT F. WHITAKER. 

Mr. Humphrey, who has been 
connected with Emory Hospital 
since 1946, formerly was assistant 
superintendent of the hospital. 
Previously he had been business 
office manager. He is president of 
the Atlanta Hospital Superintend- 
ent’s Council. 

Mr. Whitaker will be associate 
director of the university develop- 
ment at Emory. Superintendent of 
the hospital for eight years, he had 
been president of the Georgia Hos- 
pital Association, a former officer 
and director of the Southeastern 
Hospital Conference, president of 
the Atlanta Hospital Superintend- 
ent’s Council, and a member of the 
Public Relations Council of the 
American Hospital Association. He 
now 1s serving as a member of 
the Association's Council on Gov- 
ernment Relations. 


FRANK R. BRIGGS has resigned as 
administrator of Union Hospital, 
Terre Haute, Ind., to accept the 
position of administrator of Abbott 
Hospital in Minneapolis. 


HAROLD A. SAYLES now is ad- 
ministrator of the Bayonne (N.J.) 
Hospital and Dispensary. He for- 
merly was a hospital consultant 
for a New York City firm. 

Mr. Sayles has served as ad- 
ministrator of the Pontiac ( Mich.) 


General Hospital, the Harris Me- 
morial Methodist Hospital, Fort 
Worth, Texas, and assistant ad- 
ministrator of the University of 
Maryland Hospital, Baltimore. 

He is a member of the Ameri- 
can College of Hospital Adminis- 
trators. 


Rosert F. BILSTEIN has been ap- 
pointed administrator of Bismarck 
(N.D.) Hospital. He formerly was 
administrator of Graham Hospital, 
Keokuk, lowa. 

Mr. Bilstein is a member of the 
American Hospital Association. 


RAYMOND J. REYNOLDS has been 
appointed administrative assistant 
of the Norwalk (Conn.) Hospital. 

Mr. Reynolds is a graduate of 
the hospital administration course 
served 


at Yale University and 
his adminis- 
trative resi- 
dency at Mass- 
achusetts Gen- 


eral Hospital, 
Boston. He 
also has been 


an administra- 
tive assistant 
at the West 
Virginia Medi- 
cal Center, 
Charleston, 
and a research 
assistant at Washington University 
Medical School. He worked for a 
time with a chemical corporation 
research laboratory. 

He is a member of the American 
Hospital Association, the Massa- 
chusetts Hospital Association, the 
New England Hospital Assembly, 
and the American Public Health 
Association. 


MR. REYNOLDS 


ELuis M. STUDEBAKER, adminis- 
trator of Bethany Hospital, Chica- 
go, for the past 12 years has re- 
signed. He is 
succeeded by 
JOHN ELLER. 

Mr. Eller was 
graduated from 
the course in 
hospital admin- 
istration at 
Northwestern 
University in 
June. He has 
been at Bethany 
Hospital for five 
years, serving as 
chaplain, purchasing agent and 
assistant administrator, successive- 
ly. 


MR. STUDEBAKER 
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We offer TWO Baby Incubators, but 


HE Armstrong X-4 Baby Incubator, Model 500, is 
all white. The X-4 is approved by Underwriters’ = 
Laboratories for use with oxygen and is designed for use — 
in the nursery. Over 16,000 have been delivered to hospi- ee, ~ 


tals and other institutions all over the world. 


The Armstrong X-P EXPLOSION-PROOF Baby Incuba- 
tor, Model 22, is silver-gray with a bright red panel and a 
red line across the top. The Armstrong X-P EXPLOSION.- 
PROOF Baby Incubator is designed for use in the delivery 
room and surgery and is approved by Underwriters’ 
Laboratories, Inc. for hazardous areas. 


Both of these Armstrong Baby Incubators are designed to 
supply constant, automatically-controlled safe heat and 
high humidity for premature and term babies; for the 
administration of oxygen, either with or without humidity 
and either with or without heat. Both Incubators are 
| simple. Both are safe. Both are low in cost. 


But they are Nor. 
Each has its specific use— 


The X-4 for the nursery—safe with oxygen. 


The X-P (EXPLOSION-PROOFP) for the delivery room 
| X-4 sate with oxygen for the nursery and surgery—safe with oxygen and safe where there are 
hazardous anesthetic gases. 


Write us for details and price on either or both incubators 
These two incubators are only sold direct from Cleveland 


THE GORDON ARMSTRONG COMPANY, INC. 


Division LL-1 Bulkley Building, Cleveland 15, Ohio 
Distributed in Canada by Ingram & Bell, Lid. 
Toronto + Montreal + Winnipeg + Calgary + Vancouver 


“Back of every Armstrong X-4 Baby Incubator is over 16,000 incubators’ worth of experience.” @ tes Caen dessins 
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James W. Brown Jr., purchas- 
ing agent for Grady Memorial Hos- 
pital, Atlanta, Ga., has been pro- 
moted to assistant to the superin- 
tendent of that hospital. 


Mr. Brown. treasurer of the 


Georgia Hospital Association, is a 
member of the American Hospital 
Association. 


MORTIMER ZIMMERMAN, person- 
nel administrator of Passavant 
Memorial Hospital, Chicago, has 


hal 


CLEVELAND 
CLINIC SELECTS 


been appointed administrator of 
the Louis A. Weiss Memorial Hos- 
pital, Chicago. 

Mr. Zimmerman formerly was 
personnel director at the Universi- 
ty of Chicago. He is a member of 
the American Hospital Association. 

The Louis A. Weiss Memorial 
Hospital, now under construction, 
is expected to open in 1953. 


HAROLD P. COSTON has been ap- 
pointed assistant administrator of 


‘‘Nurse-Saver’’ Nurses’ Call System 
Choice of World Famous Medical Center 


When Cleveland Clinic had occasion to convert former clinical space 


into hospital rooms, particular attention was given to the selection 


of a nurses’ call system. Their objective—-a modern, practical system 
that would enable them to render the patient better service without 


increasing nursing costs. Their selection—-Royal “Nurse-Saver,” 


the original patient and nurses’ station two-way communication sys- 


tem featuring light reset at both locations. 


Here are the factors which influenced their choice. Rirst. observa- 
tion of other “Nurse-Saver” installations convinced them of its efh- 


ciency and sound design. Second, Royal's recommendations were 
made only after conferences with hospital personnel had determined 


their specific needs. Are they happy with “Nurse-Saver” ? Definitely. 


hecause a second system for the Clinic's new 100-room addition was 


selected, 


Roval’s services to hospitals include radio, television and all phases 


of communication. Write today for complete information. Better yet. 


name a date when we can demonstrate the “Nurse-Saver” right in 


your hospital. 


Royal Communication Systems 


INCORPORATED 


11462 Euclid Avenue « Cleveland 6, Ohio 
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the Lutheran Hospital of Mary- 
land, Baltimore, 
where he _ re- 
cently complet- 
ed a one-year 
administrative 
residency. He is 
a graduate of 
the Johns Hop- 
kins University 
School of Hy- 
giene and Public 
Health. MR. COSTON 


H. RosBert CATHCART, assistant 
administrator of Pennsylvania 
Hospital, Philadelphia, has been 
appointed acting administrator of 
that hospital. JoHN N. HATFIELD, 
now director of Passavant Me- 
morial Hospital, Chicago, former- 
ly was head of the Pennsylvania 
Hospital. 

Mr. Cathcart came to Pennsyl- 
vania Hospital in 1949 as an ad- 
ministrative assistant. He is a 
member of the American Hospital 
Association and the American 
College of Hospital Administra- 
tors. 


JOSEPH KREYCIK, a June 1952 
graduate of the hospital adminis- 
tration course at Northwestern 
University, has been appointed di- 
rector of Henry County Hospital, 
Paris, Tenn. The hospital, now un- 
der construction, will open early 
in 1954. 

Mr. Kreycik was administrator 
of the North Sunflower County 
Hospital, Ruleville, Miss., until 
last August, when he resigned to 
enter Northwestern University. 


CLINTON F. SMITH, superintend- 
ent of the Cook County Infirmary 
and Tuberculosis Hospital, Oak 
Forest, Ill.. has resigned to be- 
come superintendent of the Silver 
Cross Hospital in Joliet, Ill. He 
will succeed STUART K. HUMMEL, 
who now is administrator of Co- 
lumbia Hospital, Milwaukee. 

Mr. Smith formerly was ad- 
ministrator of St. Louis City Hos- 
pital. He is a fellow of the Ameri- 
can College of Hospital Adminis- 
trators and a member of the 
American Hospital Association. 


BERT DAVIDSON has been ap- 
pointed administrator of the Mat- 
tie L. Rhodes Hospital, Bay Min- 
ette, Ala. He formerly was pur- 
chasing agent for a Bay Minette 
company for five years. 
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Reviewing the annual seven-week 


course for laundry managers 


HOWARD F. COOK 

N APRIL 25, 20 hospital laundry 

managers received certificates 
from the State University of Iowa. 
These men and women became the 
second group of 20 to successfully 
complete the annual seven-week 
training course for hospital laun- 
dry managers sponsored jointly by 
the American Hospital Association 
and the State University of lowa, 
and subsidized by the Pacific Mills 
Hospital Education Fund. 

Although the general public has 
only a vague conception of what 
goes on “behind the scenes” in a 
hospital, it is no secret to hospital 
administrators that not all hospital 
care is rendered in terms of scalpels 
and scissors, nurses and hypos, or 
doctors and drugs. The service de- 
partments of the hospital also must 
function efficiently so that bedside 
care is of a high quality. Service 
departments, likewise, must keep 
step with technological and scien- 
tific advances if the total hospital 
organization is to continue to ad- 
vance. 

Four years ago the American 
Hospital Association's Council on 
Administrative Practice reviewed 
the resources available to hospital 
administrators in improving the 
operation of hospital service de- 
partments. The council felt strong- 
ly that additional educational and 
in-service training opportunities 
should be provided and urged that 
the Association develop such re- 
sources in cooperation with uni- 
versities. 

In 1949, the course for hospital 
housekeepers opened at Michigan 
State College in East Lansing, and 
in 1951, the first course for hospital 


Mr. Cook is Secretary of Association De- 
velopment. the American Hospital Asso- 
ciation 
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laundry managers opened on the 
campus of the State University of 
Iowa, in lowa City. Twenty stu- 
dents were enrolled of whom 10 re- 
ceived scholarships in the amount 
ot $275 each to cover tuition, board 
and room, and incidentals. 

The purpose of the seven-week 
training course in hospital laundry 
management is to provide oppor- 
tunity for the more than 3,500 hos- 
pital laundries throughout the 
country to increase their efficiency 
and productivity. 

An interesting aspect of the 
course is the way in which it has 
been utilized by various hospital 
administrators. A 250-bed general 
hospital in Connecticut was faced 
with the fact that its laundry man- 
ager was approaching retirement 
age. There was no assistant laun- 
dry manager whom the adminis- 
trator felt would be capable of 
supervising the laundry if ade- 
Guate training and experience 
could be found for him. Therefore 
the assistant storekeeper was en- 
rolled in the laundry management 
course at Iowa City this year. 

He now has returned to his hos- 
pital and will be working as an as- 
sistant to the present laundry 
manager until that individual's re- 
tirement. This resourceful hospital 
administrator solved two prob- 
lems: (1) That of finding a spe- 
cially trained assistant laundry 
manager who will eventually be- 
come the department head and 
(2) providing a promotion within 
the hospital organization to a de- 
serving individual whose capaci- 


ties exceeded his current job 
assignment. 
The California. state-operated 


mental hospital group, which in- 
cludes more than 30,000 mental 


hospital beds in 12 hospitals, found 
yet another use for this course. The 
Division of Mental Hygiene felt 
that laundry service and operation 
could be improved in each of the 
hospitals operating under the divi- 
sion. Therefore the laundry mana- 
ger of one of these mental hospitals 
was enrolled in the course at lowa 
City. Upon his return to his job, he 
will share, with the laundry mana- 
gers of the 11 other hospitals oper- 
ating under the Division of Mental 
Hygiene, the information and 
training he was given during the 
lowa course. He will also be able 
to ‘assist more competently in ad- 
vising on the development and 
management of the laundries in 
this expanding hospital system. 

A 170-bed general hospital with 
a school of nursing was organized 
with a combined laundry and 
housekeeping department all un- 
der the supervision of the hospital 
housekeeper. Although both de- 
partments functioned fairly well, 
it was felt that considerable econ- 
omy and efficiency would be gained 
by giving the executive house- 
keeper responsibility for house- 
keeping only, and by establishing 
the laundry as a distinct depart- 
ment. The administration trans- 
ferred a progressive-minded em- 
ployee from the hospital's en- 
gineering department to the laun- 
dry to “gain a semblance of 
knowledge concerning the opera- 
tion of a laundry prior to enroll- 
ment in the laundry § training 
course.” 

After a few months orientation, 
the hospital administrator sent 
his laundry manager to the asso- 
ciation-sponsored laundry man- 
agement training course at lowa. 
The administrator sums up his 
opinion of the results of the course 
in this manner—“We are doing a 
much better job in our laundry. . . 
producing a much whiter linen... 
complaints from the floors regard- 
ing linen shortages are practically 
nil... we are entirely satisfied and 
feel that much of the success can 
be attributed to our laundry man- 
agers training at the course.” 

Most of the registrants in the 
course have been laundry mana- 
gers who have had years of ex- 
perience but have lacked any 
formal training in hospital laundry 
management. The graduates rep- 
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LEV! COHEN, New Britain (Conn.) General 
Hospital, tests linen strength scientifically. 


resent hospitals of all sizes, rang- 
ing from 48 to 5,225 beds. Geograp- 
ically they come from all parts 
of the country; 23 states have been 
represented. Two students from 
Canada have been graduated, one 
from British Columbia and the 
other from Nova Scotia. There 
have been laundry managers from 
general hospitals, mental hospitals, 
tuberculosis sanatoriums, chil- 
dren's hospitals, nonprofit hospi- 
tals, proprietary hospitals, munici- 
pal, state and federal hospitals. 

The seven-week course in hos- 
pital laundry management gives 
primary emphasis to tech- 
niques and science of laundering. 
This phase of the course is under 
the direct supervision of Lewis 
Bradley, director of University 
Laundries at the State University 
of lowa, which is the laundry facil- 
ity for the university hospitals as 
well as the university itself. Mr. 
Bradley is a national authority on 
institutional laundry management, 
and was chairman of the American 
Hospital Association Committee on 
Laundry Management at the time 
the Association’s hospital laundry 
manual was written. 

Registrants also receive inten- 
sive schooling in techniques and 
methods of supervision under the 
guidance of the university's direc- 
tor of non-academic personnel, 
Arlyn Marks. Emphasis is placed 
on increasing production by using 
proper methods of supervision. 

Other courses taught include 


such subjects as the safe handling 
of contaminated linens; necessary 
record-keeping to control cost and 
efficiency; employee training; pur- 
chasing and treatment of textiles 
including the newer synthetic ma- 
terials; planning the laundry for 
efficient workflow; hospital organ- 
ization and relations dealing with 
the laundry’s functions in the 
over-all hospital pattern of patient 
care and ways in which the laun- 
dry can cooperate to make hospi- 
tal operation more effective. 

The State University of lowa has 
appointed a coordinating commit- 
tee consisting of Mr. Bradley; Ger- 
hard Hartman, Ph.D., superintend- 
ent of the State University of Iowa 
Hospitals; Mr. Marks, and Bruce 
Mahan, dean of the Extension Di- 
vision. Working actively with the 
course and committee are Lee 
Cochran, executive assistant, Uni- 
versity Extension Division, and 
Samuel Keefer, administrative as- 
sociate at the university hospitals. 
Other faculty members are drawn 
from various divisions of the uni- 
versity, from industry and from 
the American Hospital Association. 

In evaluating the course admin- 
istrators comment: “This course 
has proved of considerable value 
to our laundry manager and to the 
hospital’ .. . “decreased the cost 
of supplies used by about 25 per 
cent” ... “improved personnel re- 
lationships.”’ 


Laundry managers who have 
finished the course write: “Prior 
to the course we used a commer- 
cial laundry, but now with our 
own plant and the benefit of the 
course training, our budget for 
linen, laundry and diapers is 50 
per cent lower” . “what for- 
merly took our finishing depart- 
ment 542 days to complete, we are 
now doing in 4% days... “I have 
cut the size of my ironer crews 
from nine men to five men and in- 
creased production” “I have 
eliminated most overtime work 
and increased production 11 per 
cent.” 

The reactions of administrators 
and laundry managers establish 
clearly that this relatively new 
type of intensive seven-week in- 
service education is a valuable dol- 
lar investment to all hospitals 
interested in increasing laundry 
speed, economy, and preservation 
of linens; as well as to hospitals 
considering reorganization or es- 
tablishment of a laundry depart- 
ment. The course has proven 
valuable both to experienced 
laundry men and to persons new 
to the laundry field. Plans are be- 
ing made to repeat the seven-week 
course in hospital laundry mana- 
gement. Information about schol- 
arships and registration may be 
obtained by writing the American 
Hospital Association. 


AN employee of the State University of lowa Laundries demonstrates her methods to (left 
to right) student Edwin Masturzo, faculty member Lewis Bradley and student Harold Engel. 
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tons 
per week 


“with tested quality 


work at very low cost 


per pound” 


That's the 15-year experience 
of Camarillo State Hospital 
Camarillo, Calif. 


since standardizing with HOFFMAN Laundry Equipment 


From opening day in 1936, the patient population of this insti- — 
tution has more than doubled, but laundry service has kept pace. 
Additional equipment has been installed after consultation with — 
Hoffman Laundry planning experts. Most recent changeover has 
been to mechanized handling, with unloading washers and ~ 
hydraulic extractors now processing the present |'4 tons-per- 
hour requirement of over 5,300 patients. 

Though your linen requirements may not match those of ; 
Camarillo, the principle is the same: take advantage of Hoffman's 
complete laundry service and gain low costs, smooth work-flow 
and ample linen supplies. 


Hoffman hydraulic extractors, capable of extracting 
200-pound loads of 5-minute cycles, handle the bulk 
of extracted work. 


In the washroom, eight unloading Hoffman washers and Balanced production on rough-dry work has been provided by eight 
8-roll flatwork ironers process the present 55-ton weekly omen tumblers. Shown here are two 42 x 90 ‘Balanced Suction” 
INSTITUTIONAL 


DIVISION 
U. S. HOFFMAN MACHINERY CORP. 105 FOURTH AVENUE. NEW YORK 3. NEW YORK 
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Readings on dietary department 


compiled in one volume 


rgv© FILL the need for an over- 
| all discussion of the manage- 
ment of the hospital dietary de- 
partment on the administrative 
level, this collection of the best 
readings on this subject in the pe- 
riodical literature* has been com- 
piled. It provides the hospital ad- 
ministrator with carefully selected 
material to apprise him of the 
varied problems connected with 
food service, together with sugges- 
tions for arriving at solutions of 
the individual hospital's problem 
One of the purposes of this book ts 
to give the administrator an oppor- 
tunity to orient himself with re- 
spect to the functions of the dietary 
department 

The dietitian will find the 
“Readings” a source of helpful in- 
formation in carrying out her 
duties both as food service depart- 
ment head and nutrition specialist 
The articles chosen from various 
professional journals in the hospi- 
tal and dietetics field are grouped 
into major sections and cover such 
aspects as: Planning the layout and 
placing the equipment; personnel; 
food preparation; sanitation; food 
cost accounting, and teaching func- 
tions of the dietitian 

Miss Mary Harrington, associate 
director of Harper Hospital, De- 
trot, and Miss Wilma Robinson, 
nutrition consultant of the Illinois 
State Department of Health, as- 
sisted Miss Margaret Gillam, until 
recently dietetics specialist of the 
American Hospital Association, 
ard Miss Helen V. Pruitt, also on 
the American Hospital Association 


*READINGS IN Hosprrat Dietary De- 
PARTMENT ADMINISTRATION. American 
Hospital Association. Chicago, 1952 
448 pp. $3.00. 
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<taff, in the selection of the articles 
to be included in this compilation. 

Hospital administrators as well 
as dietitians, engineers and indus- 
trial personnel are represented 
among the authors. Each one has 
written from a background of prac- 
tical experience which lends au- 
thority to the information. 

The American Hospital Associa- 
tion believes that by publishing 
compilations of this kind, worth- 
while material can be brought to 
the attention of hospital personnel 
in a form easily read and studied. 
An added feature of this particular 
book is the running comment used 
as side-lines to point up the salient 
facts in each paragraph. They add 
substantially to the text, charts and 
illustrations. 


Clear thinking 


THe Art oF CLEAR THINKING. Rudolph 
Flesch. Harper & Brothers, New 
York. 1951. 212 pp. $2.75. 

In this book, Rudolph Flesch has 
again written an eminently read- 
able book. He follows the same 
stvle of writing he developed in his 
previous two books to present some 
thought-provoking ideas 

At the start, Flesch defines 
thinking as the solving of problems 
by the application of past experi- 
ence, “the manipulation of mem- 
ories.””. He describes thinking in 
terms of physiological and psycho- 


logical processes and points out 


that memory is colored by a per- 
son's interpretation of facts. Ap- 
parently “facts is facts” is not a 
true statement because everyone's 
observation of facts is affected by 
concepts he has developed in ac- 
cordance with his own past experi- 
ences and environment. Semantics, 


also, plays an important role in the 
art of thinking, he says, since 
words are the symbols which stand 
for patterns handed down from 
generation to generation. Each 
language group develops concepts 
distinctive to its own cultural pat- 
terns, which is one of the reasons 
why literal translation is difficult 
to achieve. 

To overcome difficulty with 
words and their meanings, he sug- 
gests conscious discernment be- 
tween abstract and concrete words. 
“Beware of the abstract since it is 
only through concrete words that 
clear thinking is achieved.”’ 

Flesch reviews and ridicules the 
systems of formal logic developed 
centuries ago by the Greeks as be- 
ing “parlor games” rather than real 
uids to thinking. Warning is given 
against being fooled by present- 
day advertising and, more seri- 
ously, propaganda. Be critical of 
what you hear and read and bring 
all extravagant statements down to 
specific concrete terms. In the area 
of law, the author shows how the 
legal process is the application of 
known rules to diverse facts, and 
then he cites the many inconsis- 
tencies in the application of case 
law, statutory law, and the consti- 
tution. 

The “bright idea” or “inspira- 
tion,” says Flesch, is the result of 
having the ability to look at a 
problem and search out the seem- 
ingly irrelevant key factor, and to 
deviate from past experience by 
looking for a seemingly unsuitable 
pattern in answering the problem. 
Most brilliant solutions are usually 
simple—the result of looking at a 
problem from a new point of view 
and then seeing the obvious solu- 
tion. Flesch suggests using the 20 
questions technique in narrowing 
down the field of possible solutions 
to a problem. This aids in concen- 
trating or focussing attention on 
factors which are likely to produce 
the answer. 

A number of sources are quoted 


Ing t our wed 
the Literature department shoud be 
sddressed to the American Hospito 
A ation Library Asa S. Ba 
VW er ria Div Street 

10. The department is edited by 
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on what happens in the actual 
thought process in solving a prob- 
lem. It is generally agreed that 
there are four steps: (1) Prepara- 
tion — investigation of the prob- 
lem; (2) incubation usually a 
period of frustration when the 
problem is dropped and the sub- 
conscious goes to work on it; (3) 
insight or illumination the sud- 
den emergence of the solution, and 
(4) verification and elaboration 
The book is full of anecdotes, ex- 
amples, quotations and reference 
material, all carefully documented 
It is not a profound book and the 
style is informal and directed at 
“you,” the reader. And though it 
does not present any new insight 
into what is already known about 
thinking, the book contains a good 
compilation of reminders on how 
to tackle a problem in an orderly 
fashion so as to eliminate too much 
trial and error in finding the solu- 
tion.—CORINNE OLSON 


Planning meetings 

How TO PLAN MEETINGS AND BE A 

SUCCESSFUL CHAIRMAN. Joseph G. 

Glass. Merlin Press, Inc., New 

York. 1951. 208 pp. $1.95 

On reading this book, it becomes 
evident that Mr. Glass, who is a 
practicing attorney in the state of 
New York, and a lecturer, teacher 
and editor, as well, has had and 
continues to have a flair for presid- 
ing at meetings. In his step by step 
process you have a feeling you 
would like to participate in one of 
his meetings 

Actually, there is very little new 
in the way of techniques in his 
book, but he does have a very easy 
manner of writing and he presents 
an old subject with a new dress. It 
is a very good book for one who 
finds herself or himself having to 
“face the music,” so to speak 

One of the points developed by 
Mr. Glass is that it is regrettable 
that all meetings are not stimulat- 
ing or even enjoyable; many times 
meetings are just plain boring 
There is no reason for this, he 
says, and he goes on to explain 
that if a meeting is well planned 
and the efforts put forth are pro- 
perly channelized, the result must 
be a good one. (Encouraging, to say 
the least. for those who have to at- 
tend meetings and more meetings. ) 

Generally, it seems to me that 
Mr. Glass makes a very good case 
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for the return of the early New 
England town meeting principles in 
conducting meetings as a means of 
preserving our American democ- 
racy.—ELIZzABETH M. SANBORN 


English hospitals 


HOSPITAL ORGANIZATION AND MANAGE- 
MENT. Capt. J. E. Stone Fourth 
edition. Faber and Faber, Ltd. 
London. 1952. 1,722 pp. $3.15 


In this monumental work, Capt 
Stone has attempted to bring up to 
date and expand the text of the 
earlier editions. After the passage 
cof the National Health Service Act 
in 1946. the hospital picture in 
Great Britain underwent many 
changes, and the information in- 
cluded in this present volume is an 
cflort to help solve the problems 
which have arisen since this act 
was passed. The author has drawn 
upon many sources for his material, 
not the least of which is his own 
experience. It is of primary interest 
to English hospital personnel, of 
course, but the encyclopedic nature 
of the book makes it a source of 


ieference in the general field of 
hospital administration 


Tuberculosis rehabilitation 


REPORT OF THE COMMITTEE ON REHA- 
BILITATION NEEDS OF PATIENTS IN 
Pustic TUBERCULOSIS HOSPITALS IN 
Upstate New York. 1952. 28 pp 
This pamphlet reports the find- 

ings of a committee appoimted by 

the state commussioner of health 
to make a factual study of the need 
for rehabilitation services and the 
availability of such services, and to 
recommend such steps as would 
provide for the proper care of pa- 
tients in whom tuberculosis is the 
}rincipal medical problem. The re- 
sults are presented largely in tabu- 
lar form and the conclusions indi- 
cate the great need for definite pro- 
grams in restoring the tubercular 
person to social and economic use- 
fulness. A study of this report 
could provide the basis for future 
action in many states as well as 

New York because the method of 

procedure and some of the recom- 

mendations are applicable to any 
given situation 


Gold is where you find it 
...$0 are space and time! 


<a Now, microfilm is practical! 
ee _' Now, you can file microfilm in cards to follow 
any sequence you desire for case histories, records, 
x-rays! Reduce these records . . . robbers of space 
and time in your hospital library . . . by 75% on 
ee more of your present space requirements, and 


Filmsort® individualizes microfilm into cards 
Strips of any size film, 16mm, 35mm, 70mm, can 
be filed in Filmsort Jacket cards up to 842" x 11°”. 


Individual frames of film can be combined with 
electronic or popular index cards. 


Space and time are money .. 


. find both in your 


hospital with Filmsort! Send for literature—no 


obligation. 


G\LMSORT Individualized 


it's in the cards 


FILMSORT. INC. 


DEPT. H, PEARL RIVER 
NEW YORK 
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Are you on the list .... 


..-.and wish you were ? 


Being low man on the totem pole isn’t necessarily hu- 
morous if you are trying to do the type of a job that 
earns promotions. 


You may be one of thousands of department heads who 
read this copy of HOSPITALS because your name is 
on the route slip. That is fine .. . except... 


You may be able to do a better job . . . and faster... 
if you have opportunity to read the current issue of 
HOSPITALS just as soon as it is published. And that 
is possible with just a minute of your time and a really 
modest expenditure. 


If you will fill out the coupon below (or send a card if 
this copy can’t be clipped), you will receive your own 
copy of HOSPITALS each month ... as regular as 
clockwork. Then you won't have to wait a day. Many 
other outstanding department heads now have their 
own subscriptions too. 


That's one way to prepare yourself for doing the type 
of work that earns promotions, 


IT COSTS SO LITTLE! 


For hospitals (and their employees) that are members of the 
American Hospital Association, the costs are $2 for one year; 
$4 for two years, and $6 for three years. For all others the costs 
are $3 for one year; $5 for two years, and $7 for three years. 


HOSPITALS, 

JOURNAL OF THE AMERICAN HOSPITAL ASSOCIATION 

18 EAST DIVISION STREET @ CHICAGO 10, ILLINOIS 

Please enter my subscription to HOSPITALS for: 

year [] 2 years 3 years 

Neme: 
City: State 

Hospital or other affiliation: 

Position or occupation: 

(] Payment enclosed [) Bill me within 30 days 
HOSPITALS 


122 


[> 
= 
5 
— 
| 
4 | 
| 


NEWS 


-. EDUCATION - - 


Administrative Residencies for 1952 


More than 200 students of hospi- 
tal administration in 13 universi- 
ties received residency appoint- 
ments last month. The residency, 
usually one year of administrative 
training in a hospital, is a require- 
ment for a masters degree in hos- 
pital administration. 

(Editor's note: To the approxi- 
mately 200 graduates of formal 
courses in hospital administration 
this year, the Journal of the Amer- 
ican Hospital Association extends 
best wishes for many years of suc- 
cessful endeavor on behalf of the 
hospitals and the communities they 
will serve. In recognition of this 
auspicious occasion, HOSPITALS re- 
prints herewith an excerpt from an 
address delivered at the 1951 con- 
vention of the Association by Dr. 
Arthur C. Bachmeyer, treasurer of 
the American Hospital Association 
and dean emeritus of the Univer- 
sity of Chicago Clinics.) 

“The courses in hospital admin- 
istration should provide a nucleus 
of well-educated and trained men 
and women whe know and under- 
stand the basic principles of good 
organization and administration as 
they apply to hospital operation. 
They should also understand the 
role which the hospital should per- 
form in relation to the community 
and to the medical and related pro- 
fessions. 

“There is constant progress in all 
fields of human endeavor. Scientific 
discoveries have added extensively 
to the physician's ability to aid the 
sick and injured. Technical ad- 
vances have completely changed 
the environment. Sociological 
changes have been rapid. As the 
administrators of institutions that 
are the product of and that reflect 
the influences of these forces, we 
must be ever alert in order to keep 
abreast of the advancing knowl- 
edge in each of these fields. There 
is need for constant readjustment 
in our organizations. Administra- 
tive knowledge and skill never 
seem quite adequate to cope with 
new problems that arise constantly. 
The task of adjusting human re- 
lationships, of coordinating the 
complex, specialized functions of 
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the several divisions of the hos- 
pital, and of successfully dealing 
with troublesome economic pro- 
blems is a challenging and unend- 
ing one. 

“It is the hope that these formal 


courses in hospital administration . 


will not only provide the basic 
preparation for the administrators 
of tomorrow, but that they will 
imbue their students with the 
highest ideals of a worthy profes- 
sion. 

“It is the hope, also, that the men 
and women who have had the ad- 
vantage of this preparation will 
form the body of leaders who will 
guide the development of hospital 
service to ever-increasing efficien- 
cy that, through their wise admin- 
istration, they will not only main- 
tain the stature that the institution 
has obtained in modern society, 
but will develop it into an agency 
of ever-increasing value to the 
professions and to the public it 
serves.” 

Directors of the 13 university 
programs in hospital administration 
are: Richard J. Stull, University of 
California, Berkeley; Ray Brown, 
University of Chicago; Dr. John E. 
Gorrell, Columbia University, New 
York City; F. Ross Porter, Duke 
Hospital, Durham, N. C.; Gerhard 


Hartman, State University of Iowa, 


THE UNIVERSITY of Chicago's 1952 


e 


residents are 


lowa City; Dr. Ernest L. Stebbins, 
Johns Hopkins University, Balti- 
more; James A. Hamilton, Univer- 
sity of Minnesota, Minneapolis; Dr. 
Malcolm T. MacEachern, North- 
western University, Chicago; Dr. 
Glidden L. Brooks, University of 
Pittsburgh; the Rev. John J. Flan- 
agan, S. J., St. Louis University; 
Dr. Harvey Agnew, University of 
Toronto; Dr. Frank R. Bradley, 
Washington University, St. Louis, 
and George S. Buis, Yale Univer- 
sity, New Haven, Conn. 

Administrative residents this 
year, their preceptors and hospitals 
are as follows: 


UNIVERSITY OF CHICAGO 


Borowsk!, ANTHONY J., director 
of hospital facilities, Ohio Depart- 
ment of Health, Colurnbus. 

Boyce, JAMES lI., assistant super- 
intendent, Ohio State Medical Cen- 
ter, Ohio State University, Colum- 
bus. 

FARRELL, Victor M., to Albert H. 
Scheidt, administrator of Dallas 
(Texas) City-County Hospital Sys- 
tem. 

FOHRMAN, ROBERT S., to Herbert 
N. Morford, administrator of Good 
Shepherd Hospital of Syracuse 
University, Syracuse, N. Y. 

GOULET, CHARLES R., to Arthur 
L. Bailey, administrator of Jeffer- 
son-Hillman Hospital, Birming- 
ham, Ala. 


(from left): 


James |. a 


Victor M. Farrell, Oscar M. Mervin, Charles R. Goulet, Bernard J. Lachner, Clifford 
Schworberg, Eugene J. O'Meara, Anthony J. Borowski, Frank 8B. Hamilton, Robert 5S. 
Fohrman and Charles E. Mathias. James C. Morrison wos absent when the photo was taken. 
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HAMILTON, FRANK B., admiuinis- 
trative assistant at the Veterans 
Administration Hospital, Houston, 
Texas 

LACHNER, BERNARD J., to Donald 
W. Cordes, administrator of lowa 
Methodist Hospital, Des Moines 

MARVIN, Oscar M., to Reid T 
Holmes, administrator of North 
Carolina Baptist Hospital, Wins- 
ton-Salem 

MATHIAS, CHARLES E., to Dr. G. 
Otis Whitecotton, medical director 
of Highland-Alameda County Hos- 
pital System, Oakland, Calif. 

Morrison, JAMES C., to George 
H. Buck, director, University Hos- 
pital, University of Maryland, Bal- 
timore. 

O'Meara, Evucene J., to Edmund 
J. Shea, assistant administrator of 
Indiana University Medical Center, 
Indianapolis 

SCHWARBERG, CLIFFORD, to J. Milo 
Anderson, superintendent of the 
Ohio State Medical Center, Ohio 
State University, Columbus. 
UNIVERSITY OF CALIFORNIA 

GILLETTE, Puitie J.. to W. B 
Hall, administrator of University 
of California Hospital, San Fran- 
Cisco 

Gover, Lt. Cot. GeorGce A., M_D., 
to Air Force Hospital, Shaw Air 
Force Base, Sumter, S. C 

Grove, Ray B., to Henry X. Jack- 
son, administrator of Marin Gen- 
eral Hospital, San Rafael, Calif 

HANSON, COL. LAWRENCE B.,M_D., 
to Station Hospital, Camp Stone- 
man, Calif. 

HARDING, Rosert E., to George 
U. Wood, executive vice president, 
Peralta Hospital, Oakland, Calif. 

KING, Everett G., M_D., to 


Headquarters, European Command, 
APO 403, New York City. 

LAMSON, GLENN G. JR., to Donald 
W. Patrick, medical officer in 
charge, U. S. Public Health Service 
Hospital, Baltimore, Md. 

SCHULMAN, SEYMOUR, to Eman- 
uel Weisberger, superintendent of 
Cedars of Lebanon Hospital, Los 
Angeles. 

SHIMAUCHI, Dr. TAKEFUMI, to 
University of California Hospital 
for two month's observation of hos- 
pital operations, then to University 
ot Tokyo, Japan, to teach course in 
hospital administration. 

SORENSEN, FLoyp A., to Max E. 
Gerfen, administrator of Sequoia 
Hospital District, Redwood City, 
Calif. 

SWANSON, Ropert B., to Roy R. 
Prangley, superintendent of St. 
Luke's Hospital, Denver. 

Woop, GEORGE W., to O. N. Booth 
administrator of St. Francis Hospi- 
tal, San Francisco. 

COLUMBIA UNIVERSITY 

ARANGO, Dr. JULIO, to Dr. Ed- 
ward Kirsch, executive director of 
Lebanon Hospital, New York City. 

ARRIETA, MIGUEL, to Dr. Luis 
Gonzales-Ramirez, chief medical 
officer of San Patricio Veterans 
Administration Center, San Juan, 

BOSSONG, FRANK, to George C. 
Schicks, director of Hospital of St. 
Barnabas, Newark, N. J. 

CAVAGNARO, LOUISE, to Dr. Rich- 
ard J. Ackart, director of the Uni- 
versity of Virginia Hospital, Char- 
lottesville. 

CLAUS, HOWARD, to William K. 
Klein, superintendent of Hurley 
Hospital, Flint, Mich. 


as 


COLUMBIA UNIVERSITY'S 1952 administralive residents are frst row, left): Joseph 
Rose, Harold Horrocks, Miguel Arrieta, Jack Cole, Thomas Dailey, Howard Claus, G. 
Dale Splitstone, Norman Finer, Richard Hinds, Frank Bossong, Sally Knapp, Eugere Tillock, 


Josue Colon, Robert Haith, Chorles Womer. 
William Mylchreest, Paul Morris, Louise Cavagnaro, 


Lapointe, Roland Levert, Dr. Munoz, 


{back row) Waldo McNutt, Dr. Marcel 


William Dereviany, Dr. Julio Arango, Michael Mertel, Leon Niemiec, Kenneth Meredith, 
Peter Collins, Banks Paul, Nick Karaboich, David Everhart, Carl Mosher and Francis Coe. 
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Coe, FRANCIS M., to Dr. James E. 
Fish, director of Ellis Hospital, 
Schenectady, N. Y. 

COLE, JACK, to George H. Buck. 
director of University Hospital, 
University of Maryland, Baltimore. 

Coton, JosuE, to Dr. Luis Gon- 
zales-Ramirez, chief medical offi- 
cer, San Patricio Veterans Admin- 
istration Center, San Juan, P. R. 

DAILEY, THOMAS, to Vernon C. 
Stutzman, administrator of Staten 
Island (N. Y.) Hospital. 

DEREVLANY, WILLIAM, to Dr. 
Henry N. Pratt, director of the 
Society of the New York Hospital, 
New York City. 

EVERHART, DAviD, to Dr. Robin 
C. Buerki, executive director of 
the Henry Ford Hospital, Detroit. 
Mich. 

FINER, NORMAN, to Dr. Charles 
F. Wilinsky, executive director of 
Beth Israel Hospital, Boston. 

GUZMAN, Dr. MARTIN L.., to Dr. 
Dean A. Clark, general director of 
Massachusetts General Hospital, 
Boston. 

HAITH, ROBERT JR., to Charles E. 
Burbridge, superintendent of 
Freedmen's Hospital, Washington, 
D.C. 

HINDS, RICHARD, to Dr. A. C. 
Kerlikowske, director of Univer- 
sity Hospital, Ann Arbor, Mich. 

HORROCKS, HAROLD, to Edgar C. 
Hayhow, director of East Orange 
(N. J.) General Hospital. 

KARABAICH, NICK, to Dr. Eugene 
Walker, superintendent of Spring- 
field (Mass.) Hospital. 

KNAPP, SALLY, to Miriam Curtis, 
R.N.. administrator of Syracuse 
(N. Y.) Memorial Hospital. 

LAPOINTE, DR. MARCEL, to Dr. 
Maxwell S. Frank, executive direc- 
tor of Beth Israel Hospital, New 
York City. 

LEVERT, ROLAND, to Dr. J. Gil- 
bert Turner, executive director of 
Royal Victoria Hospital, Montreal, 
Que. 

MEREDITH, KENNETH, to Frank P. 
Sauer, director of Muhlenberg 
Hospital, Plainfield, N. J. 

Morris, J. PAUL, to Elizabeth C. 
Berrang, director of the Hospital 
of the University of Pennsylvania, 
Philadelphia. 

MYLCHREEST, WILLIAM, to Dr. 
Kenneth B. Babcock, director of 
Grace Hospital, Detroit, Mich. 

MOSHER, CARL, to Dr. Basil C. 
MacLean, director of Strong Me- 
morial Hospital, Rochester, N. Y. 

NIEMIEC, LEON, to Dr. C. C. Hill- 
man, director of Jackson Memorial 
Hospital, Miami, Fla. 
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PauL, BANKs I., to manager, 
Kennedy Hospital, Memphis, Tenn. 

Rose, JoSern, to George E. Cart- 
mill Jr., director of Harper Hospi- 
tal, Detroit, Mich. 

SPLITSTONE, G. DALE, to Dr. 
George A. W. Currie, director of 
hospitals, University of Colorado, 
Denver. 

TILLOcK, EvuGene, to Dr. Ken- 
neth R. Nelson, medical officer in 
charge, U. S. Public Health Service 
Hospital, Staten Island, N. Y. 

WoMER, CHARLES, to Dr. William 
B. Seymour, director, University 
Hospitals of Cleveland, Cleveland, 
Ohio. 
DUKE HOSPITAL 

Eight students now are enrolled 
in the hospital administration pro- 
gram at Duke Hospital. Usually, 
two students are selected for en- 
rollment every six months and 
stay at the hospital two years. At 
the end of the program, they are 
given a certificate in hospital ad- 
ministration. 

The present members of the 
class and their graduation dates 
are: 

Sherwood D. Smith, July 1, 
1952: E. Allison Herron and E. 
Pridgen Barnes, Jan. 1, 1953; John 
A. McBryde and Charles C. Boone, 
July 1, 1953; Jacob A. Skarupa, 
Willis Thrash and Guy Cromwell, 
Jan. 1, 1954. Kirk Oglesby, who 
will graduate July 1, 1954, fills the 
vacancy left by Mr. Smith's gradu- 
ation. 

STATE UNIVERSITY OF IOWA 

EDWARDS, WARD E., to Lester E. 
Richwagen, superintendent of Mary 
Fletcher Hospital, Burlington, Vt. 

EMRICH, LT. HERBERT W., USAR 
(MSC), administrative duty officer 
to Col. Frederick H. Gibbs, Brooke 
Army Hospital, Fort Sam Houston, 
San Antonio, Texas. 

HAYNE, FRANK H., to C. E. Hunt, 
administrator of Lubbock (Texas) 
Memorial Hospital. 

LOTRECK, CHARLES T., to Law- 
rence J. Bradley, director of Gen- 
esee Hospital, Rochester, N. Y. 

MAYBELL, MAJ. Ropert E., USAF 
(MSC), adjutant to Lt. Col. Robert 
H. Brooks, 3902nd Medical Group, 
Offutt Air Force Base, Omaha. 

PLUNKETT, DONALD F., to Gerald 
Aldridge, administrator of Mary 
Lanning Memorial Hospital, Has- 
tings, Neb. 

RAHE, THEODORE D., to Gerhard 
Hartman, superintendent of the 
University of lowa Hospitals, lowa 
City. 

SvETINA, Epwarp J., to John F. 
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Latcham, administrator of Trum- 
bull Memorial Hospital, Warren, 
Ohio. 

WARNER, RICHARD G., to Robert 
C. Kniffen, managing director of 
New Britain (Conn.) General Hos- 
pital. 

Wirtz, EMerson K., to Gerhard 
Hartman, superintendent of the 
University of lowa Hospitals, lowa 
City. 


JOHNS HOPKINS UNIVERSITY 

ACKERMAN, EDWARD CHARLES, to 
Dr. Edwin L. Crosby, The Johns 
Hopkins Hospital, Baltimore, Md. 
(master of science degree in hy- 
giene). 

ANDERSON, Dr. Ropert S., to 
Walter Reed Hospital, Washington, 
D. C. (master of public health de- 
gree). 

CHALEF, Morton N., to Dr. Ed- 
win L. Crosby, The Johns Hopkins 
Hospital, Baltimore, Md. (master 
of science degree in hygiene). 

FAUBER, Dr. JOHN E., to Veterans 
Administration Facility, Washing- 
ton, D. C. (master of public health 
degree ). 

JANIS, Dr. Lee D., now director 
of Menorah Medical Center, Kan- 
sas City, Mo. (master of public 
health degree). 

McGisony, Dr. JAMES THOMAS, 
to U. S. Army Hospital, Fort Bel- 
vior, Va. (master of public health 
degree). 

NEVEL, Dr. HARRY A. (master of 
public health degree). 

ZOLENAS, DR. ANTHONY J. JR., to 
Walter Reed Hospital, Washington, 
D. C. (master of public health de- 


gree). 


UNIVERSITY OF MINNESOTA 

ALLEN, STANLEY N., to Ray K. 
Swanson, superintendent of the 
Swedish Hospital, Minneapolis. 

ANDERSON, IVAN D., to Carl C. 
Lamley, executive director of Stor- 
mont-Vail Hospitals, Topeka, Kan. 

AUSE, MARSHALL G., to W. L. 
Wilson, administrator of Mary 
Hitchcock Memorial Hospital, Han- 
over, N. H. 

BLOMBERG, SISTER INGEBORG E., 
to Kenneth E. Wolz, executive ad- 
ministrator of Norwegian Lutheran 
Deaconesses’ Home and Hospital, 
Brooklyn, N. Y. 

Butters, R. Bruce, to Leon 
hickernell, director of Vancouver 
(B. C.) General Hospital. 

Cospurn, WALTER V., to Paul J. 
Spencer, director of Lowell ( Mass.) 
General Hospital. 

Cook, DONALD M., to Richard W. 
Trenkner, administrator of Memo- 
rial Hospital, South Bend, Ind. 

Davis, JOHN P., to Dr. Edwin L. 
Crosby, director of Johns Hopkins 
Hospital, Baltimore, Md. 

FRANCISCONI, Dr. CLovis W., to 
Dr. A. C. Kerlikowske, director of 
the University of Michigan Hospi- 
tals, Ann Arbor. 

FREDERIKSEN, GUNNAR D., to Dr 
Benjamin W. Mandelstam, admin- 
istrator of Mount Sinai Hospital, 
Minneapolis, Minn. 

HEMMERDE, HENRY G., to W. 
Dayton Shields, administrator of 
Asbury Methodist Hospital, Min- 
neapolis, Minn. 

HERD, GasTon, to Arden E. Hard- 
grove, administrator of Norton Me- 
morial Infirmary, Louisville, Ky. 


TEN HOSPITAL administration students at the State University of lowa are beginning 
Th 


their residencies this summer. Thy ore [first row, left): 


eodore D. Rahe, Charles T. 


Lotrect, Samuel F. Keefer ‘staff), Prof. Gerherd Hartman (director), Glen E. Clesen 
(staff), Edward Svetina, Maj. Robert E Maybell, (second row, left), Frank Hayne, 
Herbert Emrich, Donald F. Plunkett, Word E. Edwards, Emerson Wirtz and Richard G. Warner. 
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MEMBERS of the 1952 class of hospital administration residents at Johns Hopkins Uni- 
versity ore (first row, left): W. B. Schaffrath (staff), Edward Hoammerbacker (staf), 
Horry O. Humbert (staff), (second row, left) Robert Scurry Anderson, Alfredo Zepeda, 
Lee Janis, Morton Chalef, [third row, left) John Fauber, Anthony Zolenas Jr., (fourth 
row, left) Dr. Guillermo Koelin (special student from Peru who will study hospital 
administration next year), James Thomas McGibony, Edward C. Ackerman and Harry A. Nevel. 


HesSLA, LOREN N., to Bryce L. Powell, administrator of Baylor 


Twitty, administrator of Hillcrest 
Memorial Hospital, Tulsa, Okla 

Jones, HOWARD R. JrR., to Frank 
J. Walter, administrator of the 
Good Samaritan Hospital, Port- 
land, Ore 


Hospital, Dallas, Texas. 

MILLER, ARTHUR E., to William 
S. Weeks, director of Tucson 
(Ariz.) Medical Center. 

ODELL, DAvip L., to David E. Oll- 
son, manager of San Jose (Calif.) 


Hospital. 

OKEY, CHARLES A., to J. Milo 
Anderson, administrator of Ohio 
State University Medical Center. 


LARSON, ROGER G., to Russell C. 
Nye, administrator of Northwest- 
ern Hospital, Minneapolis, Minn. 

LITTLE, GeorGE B. JR., to Boone 


THE UNIVERSITY of Minnesota's administrative residents this yeor are [first row, from 
left): George Little Jr. James P. Séreitz, Sister Ingeborg E. Blomberg, James A. Hamilton 
(director of the hospital administration course}, Dr. Gaylord W. Anderson (director 
of the university's school of public Mealth), James W. Stephan [associate director of 
the hospital administration course), Ronald A. Jydstrup (instructor), William N. Wallace, 
lven D. Anderson, John O. Yale. [second row, from left) Howord BR. Jones, Charles 
A. Obey, R. Bruce Butters, Tomic T. Romson, Donald M. Cook, William W. Peters, 
Marshall G. Ause, John P. Dovis, Walter V. Coburn, Stanley N. Allen, John Setsma 
Jr., Arthur E. Miller, Roger G. Larson, (third row, left) Donald S$. Smith II, David L. 
Odell, Dr. Clovis W. Francisconi, Loren N. Hesla, Gaston Herd, P. David Youngdahl, 
Gunner D. Frederiksen, John Stockwell, Henry Hemmerde, Julio Olavarria, Glenn Reno. 
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OLAVARRIA, JULIO V., to Herbert 
A. Anderson, administrator of Lin- 
coln (Neb.) General Hospital. 

PETERS, WILLIAM W., to Marie J. 
Doud, administrator of Highland 
Hospital, Rochester, N. Y. 

RENO, GLENN M. 

Romson, ToMic T., to Ray M. 
Amberg, director of University of 
Minnesota Hospitals, Minneapolis. 

SETSMA, JOHN JR., to Ronald 
Yaw, director of Blodgett Memo- 
rial Hospital, Grand Rapids, Mich. 

SMITH, DONALD S. II, to Ken- 
neth Holmquist, superintendent of 
Minneapolis (Minn.) General Hos- 
pital. 

STOCKWELL, JOHN F., to O. G. 
Pratt, executive director of Rhode 
Island Hospital, Providence. 

STREITZ, JAMES P., to James Mc- 
NEE, superintendent of St. Luke's 
Hospital, Duluth, Minn. 

WALLACE, WILLIAM N., to Dr. 
Peter D. Ward, director of Charles 
T. Miller Hospital, St. Paul, Minn. 

YALE, JOHN O., to Miriam Curtis, 
director of Syracuse (N. Y.) Me- 
morial Hospital. 

YOUNGDAHL, P. DAvip, to Dr. 
Karl Klicka, administrator of St. 
Barnabas Hospital, Minneapolis, 
Minn. 

NORTHWESTERN UNIVERSITY 

ALLABEN, ARTHUR, to Ralph M. 
Hueston, superintendent of Wesley 
Memorial Hospital, Chicago. 

BARNHART, WILLIAM B., to J. L. 
MacFarland, administrator of Har- 
risburg (Pa.) Polyclinic Hospital. 

BoypbD, EUGENE, to Frank S. Gro- 
ner, administrator of Baptist Me- 
morial Hospital, Memphis, Tenn. 

CALVIN, WILLIAM B., to John 
Hatfield, director of Passavant Me- 
morial Hospital, Chicago. 

CARITHERS, ROBERT, to Dr. Robert 
R. Cadmus, administrator of Uni- 
versity Hospital, University of 
North Carolina, Chapel Hill. 

DeFILippo, JOSEPH M., to David 
V. Carter, administrator of Fitkin 
Memorial Hospital, Neptune, N. J. 

DEZULUETA, GERMAN, to William 
H. Tenney, superintendent of Illi- 
nois Masonic Hospital, Chicago. 

ELLERBE, JOHN CHENEY, to Nor- 
man L. Losh, administrator of Or- 
ange Memorial Hospital, Orlando, 
Fla. 

HEGARTY, WILLIAM KEVIN, to 
Ritz Heerman, superintendent of 
the California Hospital, Los An- 
geles. 

HENDERSON, JAMES HERVy, to 
Roy R. Anderson, superintendent 
of Presbyterian Hospital, Denver. 

HUNTER, EDWARD FRANCIS, to 
Graham F. Stephens, administrator 
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of Geisinger Memorial Hospital, 
Danville, Pa. 

JACKSON, CLARENCE LINDLEY JR., 
to Dr. G. A. W. Currie, director of 
the University of Colorado Hos- 

pitals, Denver. 

Jones, THomas Ray, to J. M. 
Crews, administrator of Methodist 
Hospital, Memphis, Tenn. 

KRAMER, Davip D., to William R. 
Williams, administrator of Good 
Samaritan Hospital, Sandusky, O. 

LAWRENCE, ROBERT JOSEPH, to 
Alfred E. Maffly, administrator of 
Herrick Memorial Hospital, Berke- 
ley, Calif. 

LETENDRE, MARCEL J. U., to Rich- 
ard T. Viguers, administrator of 
New England Center Hospital, 
Boston, Mass. 

LEWIS, CHARLES WILLARD JR., to 
Dr. Leigh Crozier, director of Her- 
mann Hospital, Houston, Texas. 

MARSTERS, JUDSON F., to Law- 
rence Payne, administrator of 
Medical Center Hospital, Tyler, 
Texas. 

MATHIEU, ROBERT PHILLIP, to 
Theodore A. Austin, superintendent 
of Worcester (Mass.) City Hos- 
pital. 

MONTOYA, ESTANISLAO, to S. A. 
Ruskjer, administrator of Louis- 
ville General Hospital and Sana- 
torium, Waverly Hills, Ky. 

Morcan, Davin W., to Ralph 
Wadeson, administrator of Lloyd 
Noland Hospital, Fairfield, Ala. 

Moss, Ropert E., to Jack A. L. 
Hahn, administrator of Memorial 
Hospital of Sandusky County, Fre- 
mont, Ohio. 

READ, STANLEY KEITH, to Donald 
M. Rosenberger, director of Maine 
General Hospital, Portland. 

REESE, PAUL RICHARD, to Charles 
E. Burbridge, superintendent of 
Freedmen’s Hospital, Washington, 
D. C. 

RODZENKO, MICHAEL, to William 
S. Brines, administrator of the 
Malden (Mass.) Hospital. 

SHEDD, RICHARD G., to John E. 
Paplow, administrator of Santa 
Barbara (Calif.) Cottage Hospital. 

WISDOM, PHILIP LEONARD, to 
W. A. Copeland, superintendent of 
Mansfield (Ohio) Hospital. 


UNIVERSITY OF PITTSBURGH 


DROSNESS, DANIEL L., to E. At- 
wood Jacobs, administrator of 
Reading (Pa.) Hospital. 

DUNSTAN, THOMAS E., to Ray- 
mond G. Bodwell, director of Hu- 
ron Road Hospital, East Cleveland, 
Ohio. 

Gass, JOHN R. JR., to Edmund 
J. Shea, administrator of Indiana 
University Medical Center. 


JULY 1952, VOL. 26 


ADMINISTRATIVE residents of the course in hospital administration at Northwestern Univer- 
sity this year ore (first row, from left): Paul Reese, Charles Lewis Jr.. Laura Jackson ( assist- 
ant director of the course), Dr. Malcolm T. Mocktachern (director), German DeZulueta, Estan- 


islao Montoya, (second row, left) Joseph DeFilippo, David W. Morgan, William Barnhart, 


Robert Cearithers, David Kramer. 


Jones, William 8. Calvin, 


Robert Lowrence. 


Robert Moss, Robert Mathieu, Edward Hunter. 


John C. Ellerbe, Thomes 
(third 


row, left) Philip Wisdom, Clarence L. Jackson Jr.. Marcel Letendre, Judson Marsters. 
William Hegarty, James Henderson, Stanley Read, Michoel Rodzento, Richard Shedd. 


GRIMES, DAvip A., to Dr. Richard 
QO. Cannon, director of Vanderbilt 
University Hospital, Nashville, 
Tenn. 

MCFARLAN, THEODORE E., to Dr. 
Philip D. Bonnet, administrator of 
Massachusetts Memorial Hospital, 
Boston. 

PADEN, THOMAS J., to Richard R. 
Griffith, director of Delaware Hos- 


SAINT LOUIS UNIVERSITY 


BAGCHEE, Dr. BISHWARANJAN, to 
Dr. Frank R. Bradley, director of 
Parnes Hospital, St. Louis. 

BARCLAY, WILLIAM D., to Grace 
Crafts, administrator of Madison 
( Wis.) General Hospital. 

BARRETT, SISTER STELLA JOSE- 
PHINE, to Sister Rose Alexis, direc- 
tor of the Hospital of St. Raphael, 


pital, Wilmington. New Haven, Conn. 


MEMBERS of the stoff of the University of Pittsburgh pose with 1952 residents of the 
hospital administration program. From left in the first row ore: Dr. William J. McAnally 
Jr., Thomas J. Paden, Thomas E. Dunstan, Theodore E. McFarian, Dr. George D. Newton, 
Daniel Drosness, (second row, left) Dr. Glidden L. Brooks (professor of hospital adminis- 
tration), David Grimes, W. G. McNerney [assistant professor), ond J. R. Goss Jr. 
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ADMINISTRATIVE residents of the University of Toronto and members of the staff are 
(first row, left}: D. M. Macintyre (assistant professor of hospital administration), Dr. 
G. Harvey Agnew (professor), E. M. Stuart (assistant professor), Dr. L. O. Bradley 
[associate professor), (second row, left) Douglas M. McNabb, Elmer W. Roeder, J. Sydney 
Renton, Philip A. Sheridan, Omer H. Clusiou, [third row, left) Kenneth Temple, Norman 
Borr, Douglas McMillan, Kerle G. Palin, Dr. John Thompson and Stanley Krawchuk. 


Derr, RICHARD ALLEN, to Sister 
Marie, administrator of Sisters of 
Charity, Buffalo, N. Y. 

Fucus, SISTER MARY ADELE, to 
Sister M. Rosalia, administrator of 
Mercy Hospital-Oklahoma Gen- 
eral, Oklahoma City. 

GILLILAND, DABNEY P., to Sister 
M. Clare, superintendent of Mercy 
Hospital-Street Memorial, Vicks- 
burg, Miss. 


HARVEY, SISTER ANNA MARIA, to 
Sister Bernard Mary, administra- 
tor of St. Francis Hospital, Hart- 
ford, Conn. 

JARVIS, SISTER MARGARET MARY, 
to Sister Mary Placida, adminis- 
trator of Firmin Desloge Hospital, 
St. Louis. 

MACDONALD, SISTER MARY Lo- 
RETTO, to Sister Dorothea, Loretto 
Hospital, Chicago. 


ST. LOUIS UNIVERSITY residents in hospitel administration ore (first row, left): 


Sister Mary Eugene, Sister Margorat 
Maria, Sister Blandine, Sister Margaret 


Mary, Sister Stella Josephine, Sister Anno 
Dolores, Sister Mourita, (second row, left) 


Victor E. Costanzo (associate director of the course in hospital administration), William 
L. Thompson, Dr. B. Bagchee, Somue!l Nauzzoro, Dabney P. Gilliland, Sister Mary Lor- 
etto, Sistér Mary Stella, the Rev. John J. Flanagan [acting director), Sister Lois Ann, 
Sister Mary Adele, Joseph R. Rossi Jr. Richard A. Derr, William Seay, William Barclay. 
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MARTIN, SISTER Lots ANN, to Sis- 
ter Mary Lawrence, administrator 
of Mercy Hospital, Cedar Rapids 
lowa. 

MAJNUSZ, SISTER MARY BLAN- 
DINA, to Sister Margaret Teresa, 
administrator of St. Joseph's Hos- 
pital, Lexington, Ky. 

NAzzArRO, LT. SAMUEL, to Brig. 
Gen. Paul Robinson, commanding 
officer of Fitzsimon’s Army Hospi- 
tal, Denver. 

POWERS, SISTER MARGARET DOLO- 
RES, to Sister Loretto Bernard, ad- 
ministrator of St. Vincent's Hospi- 
tal, New York City. 

ROACH, SISTER MARY STELLA, to 
Sister Inez, administrator of St. 
Mary's Hospital, Rochester, N. Y. 

Rossi, JOSEPH J., to Sister Ber- 
nard Mary, administrator of St. 
Francis Hospital, Hartford, Conn. 

SENGELAUB, SISTER MARY MAvU- 
RITA, to Sister Inez, administrator 
of St. Mary’s Hospital, Rochester, 
N. Y. 

THOMPSON, WILLIAM L., to Ger- 
hard Hartman, superintendent of 
State University of lowa Hospitals, 
lowa City. 

UNIVERSITY OF TORONTO 

BARR, NORMAN K., to George 
Masters, administrator of Royal 
Jubilee Hospital, Victoria, B. C. 
(bachelor of commerce degree). 

CLUSIAU, OMER H., to Dr. J. B. 
Nielson, superintendent of Hamil- 
ton (Ont.) General Hospital 
(bachelor of arts degree; bachelor 
of science degree in welfare). 

KRAWCHUK, STANLEY D. (bache- 
lor of commerce). 

McMILLAN, J. DouGLas, to Dr. H. 
K. Baird, superintendent of Regina 
(Sask.) General Hospital (bache- 
lor of arts degree; bachelor of sci- 
ence degree in welfare). 

McNassB, DouGLas M., to Leon 
Hickernell, director of Vancouver 
(B. C.) General Hospital (bachelor 
of arts degree). 

PALIN, KERLE G., to R. Fraser 
Armstrong, general superintendent 
of Kingston (Ont.) General Hospi- 
tal (bachelor of science degree). 

RENTON, J. SYDNEY, to Dr. Car- 
man Kirk, superintendent of Vic- 
toria Hospital, London, Ont. ( bache- 
lor of arts degree). 

ROEDER, ELMER W., to adminis- 
trator of Kitchener-Waterloo Hos- 
pital, Kitchener, Ont. (bachelor of 
arts degree). 

SHERIDAN, PHILIP A., to A. J. 
Swanson, general superintendent 
ot Toronto (Ont.) Western Hospi- 
tal (bachelor of science degree in 
pharmacy ). 
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VARIATIONS IN DIAMETER 
DECREASE TENSILE 


t TH | oO N Ethicon's exclusive Tru-Gauging process provides remark- 
able uniformity of gauge and strength. All Ethicon Surgical 


Gut testing standards are far above U.S.P. minimum tensile 


strength requirements, permitting the use of smaller strands 


without sacrifice of suture strength. 


ETHICON SUTURE LABORATORIES INCORPORATED 
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ETHICON 


COMPLETE ABSORPTION AT THE PROPER TIME 


Tru-Chromicized 


minimizes foreign body irritation 
after the wound is healed 


Ethicon Tru-Chromicized Surgical Gut provides a sate margin of suture-holding 
strength during wound healing—but digests soon alter the suture is no longer needed. 


How Tru-Chromicizing Provides Safety and Reduces Irritation—!n Ethicon s ex- 
clusive Tru-Chromficizing process, the individual ribbons of raw gut are chromicized 
before they are spun and dried. The chrome is evenly distributed and each 
portion of the strand, throughout the cross-section, has the same chrome content 
and enzyme resistance. 

This more uniform chrome distribution not only assures maintenance of tensile strength 
throughout the normal healing cycle, but also provides an adequate safety margin 
lor delayed healing. When the need for support has passed, complete digestion of 


the suture takes place. 


Tru-Chromicizing permits the use of smaller sutures because Ethicon small sizes retain 
their holding power almost as long as larger sizes. 


YOU COULD MAKE THIS SIMPLE TEST 


(comparable to 6 months in tissue) the residue 


Loops of gut were tied around a glass tube and 
was spread on glass plates. Note the difference. 


immersed in | % trypsin solution. After 200 hours 


1. Ordinary surface chromicizing shows residue of 2. Tru-Chromicizing permits complete absorption, no 


undigested knots and suture fragments. undigested residue. 
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TEMPLE, C. KENNETH, to W. E. 
Leonard, superintendent of Toron- 
te (Ont.) East General Hospital 
(bachelor of science, pharmacy). 

THOMPSON, Dr. JoHN A. D., to 
Dr. D. Easton, superintendent of 
Royal Alexandra Hospital, Edmon- 
ton, Alb. 


WASHINGTON UNIVERSITY 


ARNHART, JAMES, to Harold Pra- 
ther, administrator of East Ten- 
nessee Baptist Hospital, Knoxville. 

BOULENGER, ALBERT, to Arthur 
L. Bailey, administrator of Jeffer- 
son-Hillman Hospital, Birming- 
ham, Ala. 

COTTERMAN, CLARENCE, to E. C. 
Pohlman, superintendent of Grant 
Hospital, Columbus, Ohio. 

FARNSWORTH, JAMES, to Boone 
Powell, administrator of Baylor 
University Hospital, Dallas, Texas. 

FOSTER, FRED, to Dr. Dean A. 
Clark, general director of Massa- 
chusetts General Hospital, Boston. 

Greco, JosepH, to Dr. John C. 
Mackenzie, director of Touro In- 
firmary, New Orleans. 

HERRON, MACK, to Albert G. 
Hahn, administrator of Deaconess 
Hospital, Evansville, Ind. 

Icou, JANE, to Robert E. Neff, 
superintendent of Methodist Hos- 
pital, Indianapolis. 

KASHNER, ROBERT, to D. A. En- 
dres, superintendent of Youngs- 
town (Ohio) Hospital. 

LEWIS, TALMAGE, to Bruce W. 
Dickson Jr., administrator of Beth- 
any Hospital, Kansas City, Kan. 

OSBORNE, ALBERT, to Dr. Richard 
J. Ackart, director of the Univer- 
sity of Virginia Hospital, Char- 
lottesville. 

RICHARDSON, ALFRED, to H. L. 
Burgin, administrator of Burge 
Hospital, Springfield, Mo. 

THOMAS, JAMES, to Ritz E. Heer- 
man, superintendent of California 
Hospital, Los Angeles. 


YALE UNIVERSITY 


BERNSHOCK, HAROLD ROBERT, to 
Dr. Edwin L. Harmon, director of 
Grassland Hospital, Valhalla, N. Y. 
(master of public health degree). 

HERMANN, WILLIAM H.., to Rich- 
ard T. Viguers, administrator of 
New England Center, Boston (mas- 
ter of science degree). 

JOSEPH, JOHN B., to Dr. Winthrop 
B. Osgood, superintendent of Me- 
morial Hospital, Worcester, Mass. 
(master of public health degree). 

Lee, BARBARA J., to Allen B. 
Mills, director of Mountainside 
Hospital, Montclair, N. J. (master 
of public health degree). 
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ADMINISTRATIVE residents of Washington University are (first row, left): Fred Foster, 


Mack Herron, James 


Thomas, Alfred Richardson, (second row, left) Joseph Greco, Robert 


Kashner, Jone Igou, Albert Boulenger, Albert Osborne, (third row, left) Max Menefee 
(assistant director of the program in hospite! administration), James Farnsworth, Clarence 


Cottermoan, Talmage Lewis, James Arnhart (fourth 
(director), 


Dr. Frank Bradley 


Mooney, FRASER M., to Dr. A. 
C. Kerlikowske, director of Uni- 
versity Hospital, Ann Harbor, 
Mich. (master of science degree). 

OUELLETTE, GERARD A., to Dr. A. 
W. Snoke, director of Grace-New 
Haven Community Hospital, New 
Haven, Conn. (master of public 
health degree). 

SISSELMAN, MILTON H., to Dr. 
Martin R. Steinberg, director of 
Mount Sinai Hospital, New York 
City (master of science degree). 

TORNEY, GEOFFREY B., to Dr. T. 
Stewart Hamilton, director of New- 


director 


ry 


and Herry Panhorst 


row, left) Truman Yotes (assistant 


(associete director). 


ton-Wellesley Hospital, Newton 
Lower Falls, Mass. (master of 
science degree). 


—_— Graduates 23 Students 
of Hospital Administration 


A class of 23 officers of the 
Navy's Medical Service and Hospi- 
tal Corps were graduated from the 
Naval School of Hospital Adminis- 
tration, National Naval Medical 
Center, Bethesda, Md., on June 17. 

The graduation exercises ended 
a ten-month course of instruction 
in hospital administration. The 


THE JUNE 1952 CLASS of hospite! odministration residents at Yale University consists 
of (first row, left): Barbora J. Lee, Dr. A. W. Snoke (director of Grace-New Heaven 
Hospital, New Heaven), George S. Buis (director of the course in hospital administre- 
tion at Yale), Frazer M. Mooney, (second row, left) Gerard A. Ouellette, Geoffrey 8. 
Torney, Herold R. Bernshock, John B. Joseph, Milton H. Sisselman and William H. Hermann. 
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graduates left for newly assigned 
duty stations at various naval med- 
ical department facilities through- 
out the world after receiving thei 
diplomas from Comm. Max E. Zim- 
merman, commanding officer of the 
school 


Commission To Study Programs 
in Hospital Administration 


Formation of an independent 
nine-member commission on uni- 
versity education in hospital ad- 
ministration to study the graduate 
programs in that field was an- 
nounced recently by James A. 
Hamilton, director of the course 
in hospital administration at the 
University of Minnesota and chair- 
man of the commission 

Thirteen universities now con- 
duct programs in hospital admin- 
istration. The purpose of the com- 
mission's project is to evaluate the 
present educational programs in 
relationship to needs in the field 
of hospital management, to aca- 
demic standards of quality and 
methods and to university academ- 
ic organization. The commission 
also will make specific recommen- 
dations for the improvement of 
the conduct of each program as 
well as the conduct of the entire 
educational effort 

Members of the new commission, 
in addition to Mr. Hamilton, are 
J. Milo Anderson, administrator 
of University Hospital, Columbus, 
Ohio; Donald G. Borg, hospital 
trustee and publisher of the Bergen 
Evening Record, Hackensack, N. J.: 
Dr. Francis J. Brown, staff associ- 
ate, American Council on Educa- 
tion, Washington, D. C.; Ray E. 
Brown, professor, University of 
Chicago, and superintendent of the 
University of Chicago Clinics; Dr. 
James P. Dixon, commissioner of 
health, Philadelphia; Dr. John E. 
Gorrell, director of the hospital 
administration course at Columbia 
University, New York City; J. 
Steele Gow, hospital trustee and 
director of the Falk Foundation. 
Pittsburgh, and Leon N. Hicker- 
nell, director of the Vancouver 
(B. C.) General Hospital. 

Director of the study is Prof. 
Herluf V. Olsen, Dartmouth Col- 
lege, Hanover, N. H., former dean 
of Tuck School of Business Admin- 
istration and consultant of higher 
education to several national or- 
ganizations, including the National 
Management Council, the Commit- 
tee for Economic Development and 
Brookings Institute. The assistant 
director is John M. Nicklas, Cleve- 
land. 
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The universities joining in the 
study are Baylor, California, Chi- 
cago, Columbia, lowa, Johns Hop- 
kins. Minnesota, Northwestern, St. 
Louis, Toronto, Washington and 
Yale. 

The American College of Hospi- 
tal Administrators and the Amer- 
ican Hospital Association are mak- 
ing available all their informa- 
tion on the subject involved 


A.C.H.A. Will Offer 
Scholarship Loans 


Revolving scholarship loans to 
encourage persons to pursue or 
further careers in hospital admin- 
istration and to contribute to the 
improvement of hospital admuinis- 
tration generally, now are being 
made available by the American 
College of Hospital Administrators. 

Officers and regents of the col- 
lege have announced that the loans, 
believed to be the first of their kind 
in the field, will be offered to both 
affiliates and nonaffiliates of the 
college. The awards will make it 
possible for promising candidates 
to take courses in hospital admin- 
istration at the 13 universities of- 
fering the subject. 

Through the new project, the 
college plans to make limited sums 
of money available annually to 
persons. in the hospital field who 
will agree to repay the amounts 
on terms established by the col- 
lege’s scholarship committee. Can- 
didates for loans must have a bac- 
calaureate degree or its equivalent 
in education or experience and 
have a desire to better prepare 
themselves in hospital administra- 
tion. 

The fund also is designed to as- 
sist financially those persons plan- 
ning to begin a program of formal 
study and who have been accepted 
or are presently enrolled in a 
course of hospital administration 
acceptable to the American College 
of Hospital Administrators. - 

The awards will be made on the 
basis of scholastic attainment or.en 
an experience record, in addition 
to the considered worth of the 
student’s proposed field of endeav- 
or in one of such study areas as 
hospital administration, public 
health, medical economics or other 
allied fields. 


Navai Internships Available 
To 1953 Medical Graduates 


A total of 176 Naval hospital in- 
ternships will be made available to 
medical school students who will 
graduate in 1953, the Navy has an- 
nounced. 


All applications, the Navy said, 
would be accepted and processed 
in accordance with the plan for in- 
ternship appointments of the Na- 
tional Interassociation Committee 
on Internships. 

Prospective Navy interns must 
meet all requirements for a com- 
mission in the Medical Corps, U. S. 
Naval Reserve, and must serve a 
minimum of 24 months of active 
duty to begin on the date they start 
the intern training. 


Dr. MacEachern Lecturing 
in Sao Paulo, Brazil 


Dr. Malcolm T. McEachern, di- 
rector of professional relations for 
the American Hospital Association, 
has left for Brazil to participate in 
the Brazilian Institute for Hospital 
Administrators July 9-13 in Sao 
Paulo and to inspect state hos- 
pitals. 

Dr. MacEachern will spend about 
20 days in Brazil at the invitation 
of Dr. Odair P. Pedroso, professor 
in hospital organization and ad- 
ministration at the University of 
Sao Paulo. Dr. Pedroso is an hon- 
orary member of the American 
Hospital Association. 

During his visit, Dr. MacEachern 
will lecture at the University of 
Sao Paulo to students of the hos- 
pital administration course, which 
is established on the basis of pro- 
grams in the United States. He 
will give about six lectures, in ad- 
dition to seminars and round-table 
conferences during his stay. 

All Brazilian hospitals will be 
able to attend the Brazilian Insti- 
tute for Hospital Administrators. 
Dr. MacEachern will assist at this 
institute. 

Dr. Pedroso has invited Dr. Mac- 
Eachern to advise on the organiza- 
tion of a national hospital associa- 
tion in Brazil. It would be pat- 
terned similar to the American 
Hospital Association. 


- 


Public Health Service Awards 
$4,600,000 for Research 


According to a recent disclosure 
by the Public Health Service, ap- 
proximately $4,600,000 in research 
assistance grants was awarded to 
hospitals, universities, medical 
schools and other institutions dur- 
ing the second half of 1951. Of this 
total, $2,188,699 went for 249 grants 
covering new projects and the re- 
maining sum was allocated for 228 
renewal grants. 
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Carl Wright Heads Middle Atlantic 


Carl P. Wright Sr., superintend- 
ent of Syracuse General Hospital, 
was elected president of the Middle 
Atlantic Hospital Assembly at the 
fourth annual meeting May 21-23 
in Atlantic City, N. J. The outgoing 
president is A. W. Eckert, director 
of Perth Amboy (N. J.) General 
Hospital. 

Vice president is E. Atwood 
Jacobs, administrator of the Read ; 
ing (Pa.) Hospital, and secretary 
is J. Harold Johnston, executive 
director of the New Jersey Hospi- 
tal Association, Trenton. John F. 
Worman is the new treasurer. He 
is executive secretary of the Hos- 
pital Association of Pennsylvania, 
Harrisburg. 

More than 2,200 persons attend- 
ed the three-day meeting to hear 
talks on current hospital issues and 
to view the scientific and educa- 
tional exhibits. 

Among the speakers was Albert 
V. Whitehall, director of the Wash- 
ington Service Bureau of the Amer- 
ican Hospital Association, who 
brought delegates up to date on 
federal legislation. Priority and 
supply and the new accreditation 
program were discussed by Wesley 
E. Gilbertson, chief of the Division 
of Civilian Health Requirements of 
the Public Health Service, and Dr. 
Edwin L. Crosby, president-elect 
of the American Hospital Associa- 
tion. 

The role of the hospital as a cen- 
ter of community health, and what 
hospitals can do to develop services 
through cooperation with other 
health agencies, was discussed by 
Dr. E. Dwight Barnett, director of 
the Institute of Administrative 
Medicine, School of Public Health, 
Columbia University: Moir P. Tan- 
ner, director of the Children’s Hos- 
pital, Buffalo; John Lee, trustee of 
St. Luke’s and Children’s Medical 
Center, Philadelphia; Dr. William 
O. Wuester, director of Green Me- 
morial Cancer Clinic, Elizabeth 
(N. J.) General Hospital, and Nel- 
son R. Henson, administrator of 
Englewood (N. J.) Hospital. 


1952-53 Officers Elected 
by New York Association 


New officers of the Hospital As- 


Assembly May 21-23 at Atlantic 
City. 

Serving for the coming year are 
President, Dorothy Pellenz, super- 
intendent of Crouse-Irving Hos- 
pital, Syracuse; first vice president, 
J. Russell Clark, director of Brook- 
lyn Hospital; second vice president, 
Dr. James E. Fish, superintendent 
of Ellis Hospital, Schenectady; 
Carl P. Wright Sr. (who will serve 
until August 1, when Charles M. 
Royle will take over as fulltime 
executive director of the associa- 
tion), superintendent of Syracuse 
General Hospital, and treasurer, 
Moir P. Tanner, director of Chil- 
dren's Hospital, Buffalo. Mr. 
Wright and Mr. Tanner were re- 
elected to office. 

Delegates to the American Hos- 
pital Association are Dorothy Pel- 
lenz; F. Wilson Keller, director of 
the Hospital for Special Surgery, 
New York City; Moir P. Tanner, 
and J. Russell Clark. Alternates 
are Carl P. Wright Sr.; Dr. James 
Fish; Bernard McDermott, director 
of Long Island College Hospital, 
Brooklyn, and Charles M. Royle. 


Robert Boyd Elected President 
of New Jersey Group for 1953 


Robert G. Boyd, director of Mor- 
ristown Memorial Hospital, was 


chosen president-elect of the New 
Jersey Hospital Association at the 
annual business ‘meeting during 
the fourth annual meeting of the 
Middle Atlantic Hospital Assembly 
May 21-23 at Atlantic City 


The president of the association 
now is William B. Meytrott, direc- 
tor of McKinley Memorial Hospital, 
Trenton. 

Other officers elected are: Vice 
president, Frank P. Sauer, superin- 
tendent of Muhlenberg Hospital, 
Plainfield; and treasurer, Irving A. 
Hansen, vice president of Perth 
Amboy General Hospital. J. Harold 
Johnston is the fulltime executive 
director and secretary of the asso- 
ciation. 

Mr Sauer and George S. Schicks, 
director of St. Barnabas Hospital, 
Newark, were elected delegates to 
the American Hospital Association, 
and Whitelaw H. Hunt, adminis- 
trator of the Cooper Hospital, Cam- 
den, and John W. Kauffman, ad- 
ministrator of the Princeton Hos- 
pital, were elected alternates. 


Pennsylvania Favors Amending 
of Nurse Licensure Laws 


The Hospital Association of 
Pennsylvania met during the Mid- 
dle Atlantic Hospital Assembly 
May 21-23 at Atlantic City and 
elected Charles S. Paxson Jr., su- 
perintendent of Delaware County 
Hospital, Drexel Hill, as president 
of the group. 

Other officers chosen are: First 
vice president, James M. Boyd, ad- 
ministrator of Butler County Me- 
morial Hospital, Butler, and second 
vice president, Robert L. Gill, su- 
perintendent of Altoona Hospital. 

John F. Worman was reappoint- 
ed executive secretary of the as- 
sociation, and Robert W. Gloman, 
administrator of Wilkes-Barre 


CONFERRING during the Middle Atlantic Hospital Assembly in Moy are officers of 

e New Jersey Hospital Association. From left ore: J. Harold Johnston, executive 
secretary of the association; William B. Meytrott, newly-elected president; W. Malcolm 
Macleod, retiring president, and Frank P. Souer, new vice president of the association. 


sociation of New York State were 
elected during the annual meeting 
of the Middle Atlantic Hospital 
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General Hospital, was re-elected 
treasurer. 

Delegates to the American Hos- 
pital Association this year will be 
E. Atwood Jacobs, administrator of 
the Reading Hospital; Alma M. 
Troxell, superintendent of Oil City 
Hospital, and W. W. Butts, man- 
ager of St. Luke's Hospital, Beth- 
lehem. Alternates are J. W. Bishop. 
administrator of Hahnemann Hos- 
pital, Scranton; A. C. Seawell, ad- 
ministrator of Pottstown Hospital, 
and C. R. Youngquist, adminis- 
trator of Sharon General Hospital. 

Approximately 700 persons from 
Pennsylvania attended the meeting 
of the Middle Atlantic Hospital 
Assembly 

During the business meeting, the 
Pennsylvanians passed a resolution 
on the composition of the Pennsy|]- 
vania State Board for the Registra- 
tion of Nurses. The board of trus- 
tees and the legislative committee 
were instructed to work for an 
amendment to laws governing the 
licensing of nurses in Pennsylvania 
to permit the appointment of at 
least one hospital trustee, one phy- 
siclan, one hospital administrator, 
and one person (not a nurse) rep- 
resenting the public to the State 
Board of Nurse Examiners, so that 
all groups having a primary in- 
terest in nursing may be represent- 
ed on the board 


Catholic Association 
Elects Officers 


The Rev. Francis P. Lively, as- 
sistant director of hospitals, diocese 
of Brooklyn, was chosen as presi- 
dent-elect of the Catholic Hospital 
Association at the annual conven- 
tion May 26-29 in Cleveland. 


REV. FRANCIS P. LIVELY 
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Installed as president was the 
Very Rev. Msgr. Charles A. Towell, 
diocesan director of hospitals, Cov- 
ington, Ky. He succeeds the Rt. 
Rev. Msgr. John J. Healy, diocesan 
director of hospitals, Little Rock, 
Ark. 

First and second vice presidents, 
respectively, are: the Very Rev. 
Msgr. Edmund Goebel, director of 
hospitals, archdiocese of Milwau- 
kee, and the Rt. Rev. Msgr. Thomas 
J. O'Dwyer, director of health and 
hospitals, archdiocese of Los An- 
geles 

Details of the four-day meeting 
were published in an earlier issue 
of HOSPITALS. 


Medical Clinic Managers Hold 
First Regional Institute 


The first regional institute for 
medical clinic managers was held 
May 24-25 at Wichita, Kan. It was 
sponsored by the National Associa- 
tion of Clinic Managers and the 
southern section of the national as- 
sociation, in cooperation with the 
University of Kansas and the Uni- 
versity of Wichita. 

One of the speakers at the insti- 
tute, Dr. Franklin D. Murphy, 
chancellor of the University of 
Kansas, Lawrence, said that “clinic 
practice is one of the most impor- 
tant steps taken in medicine in the 
past 50 years.” 

He cited possible dangers in 
clinic practice. “If the patient be- 
comes only a number or one of the 
mere mass of persons going down 
an assembly line, the all important 
personal relationship between phy- 
sician and patient is lost. We must 


increase efficiency of clinic prac- 


tice, yet insist that personal rela- 


MSGR. CHARLES A. TOWELL 


tionship be permanently fostered 
and emphasized. 

Dr. Murphy, formerly head of 
the Kansas State Medical Center, 
Kansas City, was the keynote 
speaker on the Saturday program. 

Other speakers included Harold 
R. Heberlein, Madison, Wis., presi- 
dent of the national association, 
who reported on recent activities of 
the association and outlined plans 
for an annual conference to be held 
September 29 to October 1 at 
Chicago. 


Tennessee Establishes 


Fulltime Program 


Tennessee became the sixteenth 
state hospital association to estab- 
lish a fulltime program when it 
appointed Henry H. Miller, super- 
intendent of the George W. Hub- 
bard Hospital, Nashville, as full- 
time executive secretary. The ac- 
tion was taken at the annual meet- 
ing of the association May 8-10 in 
Memphis. 

The other states that have full- 
time programs are California, Con- 
necticut, Georgia, Illinois, lowa, 
Kansas, Massachusetts, Michigan, 
Mississippi, New Jersey, New York, 
Ohio, Pennsylvania, Texas and 
Washington. 

M. G. Hubbard, administrator of 
Nashville General Hospital, was 
installed as president of the asso- 
ciation to succeed J. M. Crews, ad- 
ministrator of the Methodist Hos- 
pital, Memphis. 

Other officers are: President- 
elect, Harold Prather, adminis- 
trator, East Tennessee Baptist 
Hospital, Knoxville; first vice presi- 
dent, S. A. Lott, administrator of 
Blount Memorial Hospital, Mary- 
ville; second vice president, Sister 
Alphonsine, administrator of St. 
Thomas Hospital, Nashville, and 
treasurer, John Tallmadge, assist- 
ant administrator of Ft. Sanders 
Hospital, Knoxville. 

Delegate to the American Hos- 
pital Association is George Sheats, 
administrator of West Tennessee 
Tuberculosis Hospital, Memphis, 
and alternate is Mr. Lott. 

Approximately 100 persons at- 
tended the three-day meeting of 
the association. 


A.M. A. Elects Dr. Bauer 
President for 1952-53 


Dr. Louis H. Bauer, Hempstead, 
N. Y., was installed as president of 
the American Medical Association 
at the annual meeting June 9-13 in 
Chicago. He succeeds Dr. John W. 
Cline of San Francisco. 
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Dr. Edward J. McCormick, To- 
ledo, Ohio, was chosen president- 
elect of the American Medical As- 
sociation and will take office at the 
annual meeting June 1953 in New 
York City. 

Dr. Leo F. Schiff, Plattsburg, 
N. Y., was elected vice president, 
and Dr. James R. Reuling, Bayside, 
N. Y., was chosen speaker of the 
house. 

Dr. J. J. Moore, Chicago, is the 
new treasurer of the association, 
and Dr. George F. Lull is secretary 
and general manager. 

Winner of the Distinguished 
Service Award, highest honor of 
medicine, was presented to Dr. 
Paul White, Boston, one of the 
world’s outstanding cardiologists, 
who has trained physicians in 
heart disease throughout the world. 
Now retired, Dr. White formerly 
was with the Massachusetts Gen- 
eral Hospital, Boston, and Harvard 
Medical School. 

Other awards made at the con- 
vention were two Lasker awards 
for medical journalism. Recipients 
were Bob Considine, International 
News Service columnist of New 
York City, and Albert Q. Maisel, 
free-lance writer. A special cita- 
tion was awarded to Selig Gren- 
berg of the Providence (R. I.) 
Journal and Evening Bulletin. 

Dr. Herbert McLean’ Evans, 
Berkeley, Calif.. was named win- 
ner of the Passano Foundation 
Award for 1952. The award car- 
ries a $5,000 cash prize. Dr. Evans 
is professor of anatomy at the Uni- 
versity of California; is Hertzian 
professor of biology, and director 
of the Institute of Experimental 
Biology. 
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PARTICIPANTS in the cusiliaries’ session of the Upper Midwest Hospital Conference 
in May are (from left): Mrs. Jomes Enyart, Des Moines, lowa; Sister Mary Thomesine, 
administrator, St. Gabriel's Hospital, Little Folls, Minn.; Mrs. Russell Hanson, Benson, 
Minn., and a member of the American Hospital Association's Committee on Women's Hos- 
pital Ausiliories; Mrs. J. E. Avery, Watertown, S. D.; Mrs. Chorles Whittey, Bismarck, N. D. 


R. K. Swanson Chosen President 
of Upper Midwest Hospitals 


More than 3,000 persons attend- 
ed the fifth annual convention of 
the Upper Midwest Hospital Con- 
ference May 14-16 at St. Paul, 
Minn. 

R. K. Swanson, superintendent 
of the Swedish Hospital, Minneap- 
olis, was elected president of the 
conference to succeed Harry C. 
Wheeler, administrator of Billings 
(Mont.) Deaconess Hospital. 

The new vice president for the 
coming year is Paul J. Shannon, 
executive secretary of the Associ- 
ated Hospitals of Manitoba, Winni- 
peg. Glen Taylor, business mana- 
ger of the Students’ Health Serv- 
ice, University of Minnesota, was 
elected secretary-treasurer. 


DR. BAUER 


The three day meeting featured 
talks by such well-known adminis- 
trative persons as Oliver G. Pratt, 
executive director of the Rhode 
Island Hospital, Providence; Dr. 
Edwin L. Crosby, president-elect 
of the American Hospital Associa- 
tion, and Dr. Malcolm T. Mac- 
Eachern, director of professional 
relations, American Hospital Asso- 
ciation. 


More than 170 educational and 
scientific exhibits were set up at 
the conference for inspection by 
the delegates. 


Auxiliaries: Typical of the grow- 
ing interest and participation of 
women's hospital auxiliaries repre- 
sentatives in state and regional 
hospital conventions during the 
past few months was the session 
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OFFICIALS elected at the 


1952 convention 


of the Texos 


Hospital Association 


ore 


[from left to right, first row): President-elect, W. U* Paul; retiring president, Ruby 8B. 


Gilbert; president, Carroll H. McCrary: 


for auxiliary members held during 
the conference 

The sectional meeting for wo- 
men’s auxiliaries on Friday, May 


16. had as its theme “Why, What 


For and How of Auxiliaries.” It 
was presided over by Mrs. Harry 
(. Wheeler, Billings, Mont 


F. Hazen Dick, lecturer in the 
course Of hospital administration 
at the University of Minnesota, 
described the reasons for the exist- 
and the pur- 

Suggestions 
on the organization of a women's 
auxiliary were given by Dina 
Bremness, superintendent of Glen- 
(Minn.) Community Hos- 


auxiliaries 
auxiliaries 


ence of 


poses of 


wood 
pital 

Vocational opportunities in a 
hospital were discussed by Sister 
Mary Thomasine, administrator of 
St: Gabrmel’s Hospital, Little Falls, 
Minn., and projects of various aux- 
thames were described by Mrs 
Charles Whittey, Bismarck, N. D.. 
Mrs. J. E. Avery, Watertown, and 
other auxiliary members 


Texas Association Meets 
May 20-22 in Houston 


The Texas Hospital Association 
met in Houston May 20-22 for its 
Z3rd annual convention and chose 
W. U. Paul president-elect Mi 
Paul is administrator of South- 
western General Hospital, E] Paso 

Carroll H. McCrary, adminis- 
trator of the Medical and Surgical 
Clinic-Hospital, Tyler, was in- 
stalled as president of the associa- 
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{back 
vice president, John G. Dudley: trustee, 4. M. Cardwell 


row, 


from left) 


trustee. 
and treasurer, 


D. S. Riley: 
Boone Powell. 


tion at the meeting to succeed Mrs. 
Ruby B. Gilbert, administrator of 
Kings Daughters Hospital, Temple. 

Other new officers of the associa- 
Vice president, John G. 


tion are 


Dudley, administrator of Memorial 
Hospital, 


Boone 


Powell. 


Houston, 
administrator 


and treasurer, 


of 


Baylor University Hospital, Dallas. 
Delegates to the American Hos- 


pital Association are Dr. Tol C. 
Terrell, medical. director of All 
Saints Episcopal Hospital, Fort 


Worth, and Mrs 


Eva Wallace. ad- 


ministrator of All Saints Hospital. 
Fort Worth 


3,000 Attend Conference 
of Western Hospitals 


The 22nd annual convention of 
the Association of Western Hospi- 
tals May 12-15 in San Francisco 
drew more than 3,000 persons from 
the western states 

The following hospital people 
were elected to head the associa- 
tion during the coming year: Pres- 
ident, Clarence E. Wonnacott, ad- 


ministrator of the Latter-Day 
Saints Hospital, Salt Lake City, 
Utah: first vice president, Ralph 


Hromadka, superintendent, Santa 
Monica (Calif.) Hospital; second 
vice president, D. L. Braskamp, 
administrator of Alhambra (Calif.) 
Community Hospital: third vice 
president, John Sundberg, admin- 
istrator of Caldwell (Idaho) Me- 
morial Hospital; treasurer, Richard 

Highsmith, administrator of Chil- 
dren’s Hospital of the East Bay, 
Oakland, Calif. 

Orville N. Booth, administrator 
of St. Francis Memorial Hospital, 
San Francisco, was chosen as pres- 
ident-elect of the association. The 
immediate past president is Frank 
C. Gabriel, administrator of South- 
western Presbyterian Sanatorium, 
Albuquerque, N. M. 

Among the speakers was Harry 
Becker, associate director of the 
Commission on Financing of Hos- 
pital Care, Chicago, who predicted 
that voluntary prepaid health 
plans within the next 10 years will 


OFFICERS elected at the annual meeting of the Association of Western Hospitals 


May 


12-15 


in San Francisco, Calif., 


ore 


[front row, from left): 


First vice president, 


Ralph Hromodka: third vice president, John Sundberg; (back row, from left) second vice 
president, D. L. Braskamp: treasurer, Richard Highsmith; president-elect Orville Booth. 
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cover almost every person who 
works for a living. George Bugbee. 
executive director of the American 
Hospital Association, said that hos- 
pital administrators are a bit too 
apologetic about the costs of hos- 
pital care because they are trying 
to give the kind of care the public 
wants. More outpatient rooms in 
future hospital construction were 
called for by Dr. Anthony J. J 
Rourke, president of the American 
Hospital Association 


G. M. Brewer Is President-Elect 
of New Mexico Association 


New Mexico Hospital Associa- 
tion officers for the coming year 
will be headed by Sister Catherine 
Lorraine, administrator of St. An- 
thony’s Hospital, Las Vegas, as 
president. She succeeds F. O. Mc- 
Vey, administrator of Clovis Me- 
morial Hospital. 

At the convention, Mr. McVey 
was presented a gavel by CR. 
Jacobsen, Blue Cross director, for 
his services of the past year. The 
presentation ts an annual event in 
New Mexico. 

Other new officers of the associa. 
tion are: President-elect, George 
M. Brewer, administrator of Roose- 
velt County General Hospital, Por- 
tales; vice president, John Garri- 
son, executive director of Los Ala- 
mos Medical Center; secretary- 
treasurer, Sister Jean Bernadette, 
business manager of St. Anthony's 
Hospital, Las Vegas. Robert Rine- 
hart will continue as public rela- 
tions consul, representing the Blue 
Cross plan in New Mexico. 

Meeting with the association 


1952-53 OFFICERS of the Indiana Hospital Association were chosen at a meeting June 13 
in Indianapolis. Three of the new officers are [from left to right), president, Edmund 
J. Shea. Indiana University Medical Center, Indianapolis; president-elect, Mrs. Dorothy 


G. Adams, administrator, Gibson General 


tory, Albert G. Hahn 


were the Medical Record Librari- 
ans of New Mexico 

About 110 persons attended the 
convention 

Frank Gabriel, administrator of 
Presbyterian Hospital, Albuquer- 
que, was chosen as delegate to the 
American Hospital Association, and 
F. O. MeVey will be alternate 


Indiana Association Holds 
Meeting at Indianapolis 
Edmund J. Shea, administrator 
of the Indiana University Medical 
Center, Indianapolis, was elected 


F. O. McVEY, retiring president of the New Mexico Hospital Association, is presented 
@ gavel in recognition of his past yeor's services by C. R. Jacobsen, Blue Cross director. 
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Hospital, Princeton, and executive secre- 
administrator of the Protestant Deaconess Hospital, Evansville 


president of the Indiana Hospital 
Association at the annual meeting 
June 13 in Indianapolis 

The new president-elect is Mrs 
Dorothy G. Adams, administrator 
of Gibson General Hospital, 
Princeton. Ralph Haas, adminis- 
trator of Montgomery County Cul- 
ver Union Hospital, Crawfordsville, 
is vice president, and Maude 
Woodward, superintendent of Clin- 
ton County Hospital, Frankfort, is 
treasurer 

Executive secretary of the asso- 
ciation is Albert G. Hahn, admin- 
istrator of the Protestant Deacon- 
ess Hospital, Evansville 

Delegate to the American Hos- 
pital Association is Frank Sheffler, 
administrator of Reid Memorial 
Hospital, Richmond, and alternate 
is Robert Neff, administrator of 
Methodist Hospital, Indianapolis 


New Orleans Nurse Honored 
for 50 Years of Service 


Asselia Logan, an active nurse 
for 50 years, was honored in May 
by Hotel Dieu, New Orleans, for 
“her unselfish and diligent atten- 
tion to her patients, her assistance 
and encouragement to her fellow 
nurses and her faithful devotion to 
Hotel Dieu.” 

Miss Logan, a member of the 
Hotel Dieu School of Nursing'’s first 
graduating class of 1902, was pre- 
sented a scroll from Sister Celes- 
tine, administrator of the hospital, 
for 50 years of continuous nursing 
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ASSOCIATION BUSINESS - 


Trustees Vote on Current Issues 


The Association's Board of Trus- 
tees met in Chicago last month for 
its annual June review of Associa- 
tion activities. Trustees first lis- 
tened to reports from the Coordi- 
nating Committee, made up of 
chairmen of the Association’s va- 
rious councils, and heard that 
committee vote on current issues 
which require Association action. 
President Anthony J. J. Rourke 
conducted the joint meeting. 

On the following day, the Trus- 
tees met again to give final discus- 
sion and approval to the issues 
voted on. And as in previous years, 
the meeting was more than a re- 
view of Association work; board 
members and council chairmen 
gave serious thought to the pro- 
gram ahead and to activities which 
will require consideration by the 
House of Delegates at the Associa- 
tion's convention in Philadelphia 
this September. 

The Board also discussed in some 
detail a proposal for establishing 
an Institute of Hospital Affairs of 
the American Hospital Association. 
The proposal was considered from 
the viewpoint of enlarging and ex- 
tending the Association's research 
and educational programs. More 
information on this program will 
be distributed to the membership 
at a later date. 

Business at hand was given as 
much time as it required with pro- 
vision made for a third meeting 
day if that became necessary. 
Board members and council chair- 
men alike worked into the eve- 
ning hours to complete the agenda, 
with important decisions of the 
Board including the following: 
> Intern matching plan: The Board 
approved continuation of this plan 
under the National Interassociation 
Committee on Internships for the 
year 1952-53. This will be the sec- 
ond year, then, that the plan has 
met with Board approval 
> Premature care: To develop a pro- 
gram aimed at providing better 
hospital care of premature infants 
and at lowering mortality result- 
ing from prematurity, the Trustees 
agreed the Association should take 
action with approval of the Council 
on Professional Practice. This will 
include providing facts and fig- 
ures to hospitals on all problems 
concerning the better care of pre- 


136 


matures as well as information on 
how hospitals may act to reduce 
premature mortality. 

>» Hospital care for veterans: After 
hearing a report by the Council on 
Government Relations the Board 
of Trustees reaffirmed, by vote, the 
Association's deep interest in the 
maintenance of high quality care 
for all veterans. In a lengthy state- 
ment of this reaffirmation which 
commended the Veterans Admin- 
istration for the high quality of 
care that now is being provided 
for veterans, the Board recom- 
mended a re-examination of the 
policy which now permits veterans 
without service-connected disabili- 
ties to be hospitalized in Veterans 
Administration hospitals. 

This, in effect, is a restatement 
that the American Hospital Asso- 
ciation believes the veterans hos- 
pitals system is intended primarily 
for the care of injuries and disa- 
bilities resulting directly from war 
service and that these service-con- 
nected cases should have a priority 
in the Veterans Administration 
hospitals. 

Likewise, the Board voted in 
favor of the principle that would 
permit a veteran with service-con- 
nected disabilities to be hospital- 
ized in a non-Veterans Adminis- 
tration hospital if it is to his benefit. 

Board members expressed their 
concern about future construction 
of hospitals and urged that atten- 
tion be given to coordinated plan- 
ning of Veterans Administration 
and other federal hospital systems 
as well as with relation to the non- 
federal hospitals providing care to 
the general population. 
> Hill-Burton program: The Trustees, 
in accordance with membership 
interests, voted in favor of accumu- 
lating factual information and rec- 
ommendations from state hospital 
associations regarding termination 
or extension of the Hospital Sur- 
vey and Construction Act, which 
now has an expiration date of June 
30, 1955. Association members are 
to be kept informed of all studies 
made and of future recommenda- 
tions of the Council on Govern- 
ment Relations in this matter. 
> Tax exemption: Board members 
agreed that the proper Congres- 
sional committees should be in- 
formed that the Association favors 


extending to all hospitals a signifi- 
cant tax exemption — excluding 
from gross income for tax purposes 
the proceeds of benefit programs. 
Congressional action now is pend- 
ing on such an exemption for 
sports programs for the benefit of 
the American National Red Cross 

The Board also voted in behalf 
of the Association in favor of in- 
creasing the allowable deduction 
for charitable contributions by in- 
dividuals from 15 to 20 per cent. 
>» Nursing schools: On the reeom- 
mendation of the Council on Pro- 
fessional Practice, the Trustees 
voted in favor of a joint meeting 
with members of the National 
Nursing Accreditation Service to 
(1) discuss postponement of a list 
of accredited nursing schools: 
(2) evaluate the impact of such a 
list on unaccredited schools; 
(3) discuss what the National 
Nursing Accrediting Services rec- 
ommends to prevent a loss of nurse 
enrollment in schools not listed: 
(4) determine what the American 
Hospital Association and the nurs- 
ing organizations can do to bring 
up standards of unaccredited 
schools. 
>» Radiology: To explore matters of 
common interest with the Ameri- 
can College of Radiology, the Board 
approved participation in a joint 
committee with that group. On 
the recommendation of the Coun- 
cil on Professional Practice, the 
Trustees agreed that this committee 
would not concern itself with the 
problem of financial arrangements 
which presently is referred to the 
joint committee of the American 
Medical and the American Hospital 
associations. 

Instead the new joint committee 
will concern itself with such mat- 
ters as manuals of operation, the 
quality of radiology, efficient utili- 
zation of space, safety, filing and 
office management. 
>» Blue Cross: Approval of the Blue 
Cross Licensure Agreement, which 
permits only Blue Cross Plans to 
use the Blue Cross insignia and the 
phrase “Blue Cross Plan,” was en- 
dorsed by the Board members. 
This action is to safeguard the tra- 
ditional Blue Cross marks against 
misuse or unfair duplication. 

The Board also agreed that the 
adoption of experience ratings for 
Blue Cross participants is not in 
the best interests of hospitals or 
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the Blue Cross movement gen- 
erally. The Trustees believed, as 
did members of the Council on 
Prepayment Plans and Hospital 
Reimbursement, that longterm 
implications of experience-rating 
programs would result in loss of 
public acceptance of Blue Cross as 
a community agency. 

Finally, the Board approved of 
the development of coverage for 
catastrophic longterm illness, urg- 
ing the Blue Cross Commission to 
develop its interests in such an 
extension of benefits. 
>» Tuberculosis care: Through the 
recommendation of the Council on 
Professional Practice, the Board of 
Trustees approved the promotion 
by state hospital associations of 
care of tuberculosis patients in 
general hospitals. This action is the 
result of discussions between coun- 
cil members and representatives of 
the American College of Chest 
Physicians. 
>» Hospital consultants: The Board 
voted that the Association with- 
draw its collection of Hospital Con- 
sultants Data Sheets, as they now 
are distributed, and in answering 
inquiries for advice on the avail- 
ability of hospital consultants, that 
it distribute the membership roster 
of the American Association of 
Hospital Consultants. 

The Trustees agreed to a state- 
ment that the Association does not 
maintain its own list of those ac- 
tive in the consulting field and that 
an announcement of this decision 
be sent to all individuals whose 
data sheets are included in the As- 
sociation’s collection. 

Through further recommenda- 
tions of the Council on Planning 
and Plant Operation, the Board 
also approved of the Association’s 
publishing and distributing to in- 
stitutional members the “Manual 
on Hospital Maintenance” and to 
publish and distribute the full re- 
port of the survey of water con- 
sumption and charges for water 
service to hospitals. 
>» Departmental affiliations: As a 
matter of principle, the Board of 
Trustees decided not to endorse 
establishing institutional member- 
ship in national organizations con- 
cerned with special hospital de- 
partments or functions. This action 
was to avoid establishing a prece- 
dent which, if established, could 
be equally justified for many 
groups within the hospital and (1) 
might compartment the hospital 
and interfere with unified opera- 
tions and (2) might well absorb 
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available resources which could be 
put to better use in furthering co- 
operative projects with other agen- 
cies. 

>» New pamphlet: The Board unan- 
imously agreed that the Associ- 
ation cooperate with the Public 
Affairs Committee in publishing a 
booklet about hospitals for dis- 
tribution to the public. This re- 
sulted from the Association's rec- 
ognition for many years of the 
value of having such a pamphlet 
available for public educational 
purposes as well as for use in 
schools and colleges. 


18 Auxiliaries Become 
Members of Association 

Eighteen women’s hospital aux- 
iliaries recently became Type V in- 
stitutional members of the Ameri- 
can Hospital Association. The new 
additions are: 

Williams (Ariz.) Hospital Wom- 
en's Auxiliary. 

Huntington Memorial 
Auxiliary, Pasadena, Calif. 

Women’s Auxiliary of the Pitts- 
burg (Calif.) Community Hospital. 

Freedmen's Hospital Women’s 
Auxiliary, Washington, D. C. 

The Abraham Lincoln Hospital 
Women’s Auxiliary, Lincoln, IL. 

Women’s Auxiliary of Methodist 
Home Hospital, New Orleans. 

St. Mary’s Hospital Auxiliaries, 
Grand Rapids, Mich. 

Glenwood (Minn.) Community 
Hospital Women’s Auxiliary. 


Clinic 


Spencer Hospital Auxiliary, 
Meadville, Pa. 
Temple University Hospital 


Women's Auxiliary, Philadelphia. 

The Women’s Auxiliary of Clar- 
endon Memorial Hospital, Man- 
ning, S. C. 

Hotel Dieu Auxiliary, Beaumont, 
Texas. 

Utah Valley 
Provo, Utah. 

Ladies Auxiliary of the Rocking- 
ham Memorial Hospital, Harrison- 
burg, Va. 

Women’s Auxiliary of Olympic 
Memorial Hospital, Port Angeles, 
Wash. 

Weirton (W. Va.) General Hos- 
pital Women’s Auxiliary. 

Platteville ( Wis.) Municipal Hos- 
pital Auxiliary. 

Waupun (Wis.) Memorial Hospi- 
tal Auxiliary. 


Three Judges Will Select 
Auxiliary Contest Winners 


The three judges of the Women's 
Hospital Auxiliaries’ third annual 
contest have been chosen. They are 
Mrs. Germaine Febrow, public re- 


Hospital Guild, 


lations director of the Illinois Hos- 
pital Association; Alice Donahue, 
director of public relations, Fred 
Harvey, Chicago; and Grant H. 
Adams, account executive, Fred- 
erick Asher, Inc., Chicago. 

The contest, “Your Hospital 
Auxiliary Reports to the Commu- 
nity,” is for women’s hospital aux- 
iliaries who are members of the 
American Hospital Association. The 
contest this year will not be limited 
to auxiliaries’ annual reports, but 
will include reports on projects 
undertaken for public relations or 
service. 

Three “Citations of Distin- 
guished Service” will be awarded, 
one for each of the three catego- 
ries based on bed capacity of the 
hospital served by the auxiliary: 
100 beds or less; 101 to 300 beds, 
and 301 beds or more. Honorable 
mention citations may be made in 
each category, also. 

Winners of the contest will be 
chosen and announced before the 
fifth annual conference of the aux- 
iliaries September 15-18 in Phil- 
adelphia. Prize winning and 
honorable mention projects will be 
displayed at the conference, and 
formal presentation of awards will 
be made at the auxiliary luncheon 
September 18. 


Car Cards, Posters Push 
Nurse Recruitment 


Car cards and outdoor posters 
are urging this year’s high school 
graduates to enroll as student 
nurses. Advising “Learn to take 
care of others and you'll ALWAYS 
take care of yourself,” the posters 
and cards are issued by the Adver- 
tising Council for the Committee 


yout tohe core of yoorsett| 


Enroll as a 
Student Nurse — 


on Careers in Nursing. They are 
part of a new set of advertising 


materials designed for the 1952 
student nurse recruitment cam- 
paign. 

A total of 88,647 car cards and 
several thousand outdoor posters 
of the same design already have 
been posted throughout the coun- 
try. The Advertising Council also 
has made liberal allocations of 
radio and television time to the re- 
cruitment campaign. 
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- + FEDERAL, LEGISLATIVE - - 


Federal Hospitalization Board Debated 


A plan for establishment of a 
Department of Health was deci- 
sively sidetracked on Capitol Hill 
in June, although sentiment in- 
creased for creation of a Federal 
Board of Hospitalization in its 
stead. It is quite possible that pub- 
lic hearings will be held on the 
latter proposal before termination 
of this session of Congress. Em- 
bodied in a bill (S.3314) which 
was introduced by Sen. Herbert R. 
O’'Conor (D., Md.), the substitute 
plan has the backing of the Senate 
Committee on Government Opera- 
tions and is looked upon favorably 
by its companion committee in the 
House of Representatives 

In its present form, the O’'Conor 
bill specifies that six federal offi- 
clals and four individuals chosen 
from the public shall comprise the 
hospitalization board, with the 
President appointing a chairman 
from the latter group. Comments 
on the measure received to date 
revolve mainly around this provi- 
sion. Certain organizations have 
expressed the opinion that federal 
and private members should be 
equal in number and that the for- 
mer should not have voting priv- 
lleges., 

Prospective reorganization of the 
Veterans Administration is tied in 
with the hospitalization board is- 
sue, since the Veterans Adminis- 
tration’s hospital system is the 
largest element involved. Collater- 
ally affected also is the govern- 
ments Hill-Burton program, ad- 
ministered by the Public Health 
Service, inasmuch as the service's 
hospitalization activities would be 
brought under the proposed board, 
along with those of the Army, 
Navy, Air Force and Veterans Ad- 
ministration. 

The American Hospital Associa- 
tion adopted no official stand on 
the Department of Health plan, 
which was successfully opposed by 
the American Medical Association 
and the American Legion. The lat- 
ter two are on record in support of 
the hospitalization board idea, but 
all signs are that they will fight the 
O’'Conor bill because they feel-— 
the American Legion in particular 
—that it gives the board too much 
authority. Actually, the 10-mem- 
ber group would simply be advi- 
sory to the President. 
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Bolton Bill: There is somewhat of 
a parallel between this Senate bill 
and the one that was introduced a 
few days earlier in the House by 
Rep. Frances Bolton (R., Ohio). 
Here, however, the subject is fed- 
eral financial aid to nursing educa- 
tion. Her measure, H.R. 8087, like- 
wise is a revised version of a plan 
which she introduced earlier in the 
year, only to be told that it would 
have to be “tightened up” in order 
to gain approval. 

Accordingly, Mrs. Bolton adapt- 
ed her bill to the international 
emergency. It now calls for less 
federal money, is limited to three 
years of operation, contains no 
provision for construction funds 
and, in general, is patterned large- 
ly after the Hill-Burton hospital 
expansion program. 

The Cleveland Congresswoman, 
who helped set up the Army School 
of Nursing in World War I and 
who was author of the Cadet Nurse 
Corps Act in World War II, is striv- 
ing hard for committee approval of 
H.R. 8087 so that it can be sent to 
the House for a floor vote. Her bill 
provides for scholarships to newly 
enrolled trainees and limited grants 
to nursing schools to defray in- 
struction costs. These grants would 
be limited to a total of $30,000,000 
over the three-year period, and 
Congress could appropriate any 
amount it saw fit to finance the 
scholarship portion of the program. 

If enacted, the Bolton plan would 
be administered by boards of nurse 
examiners or similar agencies at 
the state level. Federal allotments 
to states would be apportioned on 
basis of ratio of the state’s newly 
enrolled trainees to the number of 
trainees throughout the nation. 

As under the Hill-Burton Act, 
states wishing to participate would 
have to draw up state plans and 
submit them to the surgeon gen- 
eral of the Public Health Service 
for approval. Advisory commis- 
sions would be established at both 
the national and state levels. 

Elsewhere on the legislative 
front, interest centers chiefly on 
size of appropriations Congress will 
grant for Veterans Administration 
hospital activities in 1952-53 and 
for continuance of medical research 
assistance to hospitals and medical 
schools. 


At about the same time, Con- 
gress was expected to complete ac- 
tion on separate bills extending for 
10 or more months the $100 special 
pay received by military doctors 
and authorizing the armed services 
to commission women in the med- 
ical, dental and specialists corps on 
the same basis as men. 


Senate Committee Votes Cuts 
in Veterans Appropriations 


Early in June, the Senate Appro- 
priations Committee met to con- 
sider the Veterans Administration 
budget. After study, the Commit- 
tee restored $68,000,000 of the 
$85,000,000 cut voted by the House 
in appropriations for the operation 
of its medical, hospital and domi- 
ciliary services. 

The original over-all amount re- 
quested for the Veterans Adminis- 
tration for the 1953 fiscal year was 
$4.640,000,000. The House had 
passed $3,827,000,000, and the Sen- 
ate passed $3,810,000,000. 

Authorities of the Veterans Ad- 
ministration feel that the cut in 
appropriations for the operation of 
medical facilities will be reflected 
specifically in payment for “home 
town” fees for service care of vet- 
erans. Some of the reduction will 
be reflected in hospital operation 
and contracts with nonprofit hos- 
pitals. 

At the same time, the Senate 
subcommittee voted to cut out 
$87,284,000 from the $153,000,000 
voted by the House for construc- 
tion of new hospitals and homes, 
additions to existing ones, and 
major rehabilitation of existing 
hospitals. This will delay construc- 
tion of five hospitals now in the 
planning stage. About 4,000 beds 
are involved, of which about 3,000 
are neuropsychiatric and 1,000 
acute medical and surgical. 

Of the five hospitals, two were 
to be in Cleveland, one in Wash- 
ington, one in San Francisco and 
one in Los Angeles. 

The Veterans Administration 
budget still is subject to floor ac- 
tion in the Senate and later will be 
subjected to action by the Con- 
ference Committee. 

Veterans Administration author- 
ities now feel that funds that will 
be made available will allow no 
expansion in personnel, but that 
the personnel force will probably 
remain the same. 
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FEDERAL, ADMINISTRATIVE - 


Federal Research Center Described 


The scientific session of the June 
meeting of the American Medical 
Association in Chicago provided 
the occasion for presentation of the 
most detailed description to date 
of the government's 500-bed clin- 
ical research center now nearing 
completion at suburban Bethesda, 
Md., on the grounds of the National 
Institutes of Health. The paper was 
given by Dr. Norman H. Topping, 
associate director of the institutes 

For the first time, the allocation 
of beds was disclosed, as follows: 
Cardiac cases, 104: cancer, 126: 
neuropsychiatric, 98; arthritis and 
metabolic, 78; neurology and blind- 
ness, 42; microbiology, 52 beds. 

The institution will provide all 
facilities of a modern general hos- 
pital, including physical medicine 
and rehabilitation services, medical 
and psychiatric social work, recre- 
ational therapy and spiritual min- 
istry. There will be no outpatient 
department, however, in the usual 
sense. There will be a chapel, audi- 
torium, postoffice, bank, cafeteria 
end other accommodations for use 
of patients and staff. 

An entire laboratory wing, espe- 
cially designed and equipped, is to 
be devoted to research and therapy 
utilizing various forms of radia- 
tion. 

In selecting the professional staff, 
said Dr. Topping, counsel has been 
sought of hospital directors and 
medical schoo] officials and ‘‘almost 
without exception, even when it 
meant the possibility of losing a 
valued associate, they have shown 
great interest in what we are try- 
ing to accomplish and have aided 
our recruitment efforts.” 

Individuals admitted as patients 
will not be required to pay for 
their care because “it would be 
neither proper nor _ practical.” 
Those possessing ample financial 
resources, however, will not be 
discouraged from making reim- 
bursement to the government. In- 
vestigators will select patients on 
basis of their potential value to 
studies under way and admissions 
will be only upon medical referral 
by hospitals, physicians, clinics and 
others having cognizance of the 
patient's history. 

Criteria for admission will be 
strict so that, said Dr. Topping, 
“the center will not become a home 
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for incurables or a convenient place 
to obtain hospitalization at the tax- 
payers’ expense.” 


WSB Loosens Controls 
on Industrial Health Plans 


The Wage Stabilization Board in 
June liberalized control of indus- 
trial health and welfare plans and 
the result is expected to be a 
marked increase in new hospital 
care benefit programs and impetus 
to the increasing of benefits under 
existing plans covering wage- 
earners. Consequently, increased 
utilization of hospital facilities— 
particularly in urban areas where 
trade unions are most numerous— 
is anticipated. 

What the Wage Stabilization 
Board did was issue a revision of 
its regulation No. 19. In its new 
form, detailed requirements con- 
cerning hospitalization and med- 
ical benefits are eliminated for the 
sake of greater flexibility and less 
red tape. 


Commission on Health Needs 
Reports to President Truman 


The President’s Commission on 
the Health Needs of the Nation 
made its first face-to-face progress 
report to President Truman June 3. 
Dr. Paul B. Magnuson, chairman 
of the commission, said the com- 
mission is making “remarkable” 
progress in assessing the country’s 
total health picture. 

Dr. Magnuson said the work of 
the commission has been divided 
into three parts. One is assessing 
the total health resources of the 
country. A staff of technicians has 
been working on this for the past 
six months, gathering information 
on the number of health person- 
nel and their distribution, the 
amount and location of hospital 
beds, health education facilities, 
health insurance coverage and 
costs of medical care. The second 
part of the work is estimating the 
health needs of the American peo- 
ple. Twenty-five to 30 discussion 
panels have been organized on the 
various phases of medical care. In 
addition, the commission held a 
series of formal hearings in March 
on aid to medical education and 
local public health units. 

The third part of the work will 


be the formal recommendations of 
the commission, to be made when 
all the health resources have been 
inventoried. 


Advisory Committee Studies 
Report on Blood Program 


Dr. Edwin L. Crosby and other 
members of the Health Resources 
Advisory Committee, meeting in 
Chicago June 12-13, began to study 
a detailed report on the national 
blood program which was adopted 
on June 11 by the American Med- 
ical Association's House of Dele- 
gates. The report was drafted by 
the association's blood bank com- 
mittee. 

The section of the report dealing 
with principles of blood collection 
and distribution is to be repro- 
duced for distribution to the Amer- 
ican Hospital Association and all 
state hospital associations, upon 
recommendation of the American 
Medical Association's House of 
Delegates. Pertinent paragraphs of 
this section are as follows: 

“Since blood is derived from hu- 
man beings only, our aim should 
continue to be directed at having 
no profit from trafficking in whole 
blood itself. However, all services 
rendered cost something and are 
paid for by or on behalf of every 
recipient of such services. In the 
case of the Red Cross operation, 
capital costs, depreciation of equip- 
ment, cost of supplies and numer- 
ous personal services, technical and 
otherwise, amount to about $5 per 
pint. It should be made clear that 
everyone for whom a unit of blood 
is delivered to a hospital receives 
not only the blood but also, in 
effect, a contribution of at least $5 
furnished by the subscribers to the 
American Red Cross campaigns. It 
is doubtful whether in the long run 
it would be wise to continue this 
contribution to persons not other- 
wise entitled to public support. 

“The (blood bank) committee 
has observed the wide variation of 
service charges in hospitals and 
blood banks. Local conditions will 
always cause some variation but 
the extremes now observed seem 
inexplicable. The service charge 
should cover all costs of the opera- 
tion, including depreciation and 
expansion reserves, but the reali- 
zation of profit for the support of 
other institutional needs should be 
discouraged.” 
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PREPAID CARE 
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Hospitalized Patients Enrolled 


Cleveland Blue Cross, in an ex- 
periment that probably is the first 
of its kind, has begun to accept ap- 
plications for enrollment in the 
plan from bed patients in five test 
hospitals. 

The plan will not pay for the 
hospitalization already incurred. 
Protection will take effect about 90 


days after the patient has been dis- 
charged from the hospital. It is ex- 
pected that the object lesson re- 
sulting from the patient’s actual 
hospitalization will have much ef- 
fect in influencing him to protect 
himself against future needs. 
John R. Mannix, director of 
Cleveland Hospital Service Asso- 


Only the 


Competitively Priced 
Fully Guaranteed 
These and other mechanically per- 
fected features make the Ideal Under 


Bed Oxygen Tent its own best sales- 
man. Write today for descriptive 


literature . 


Q Edison. 


INCORPORATED 
MEDICAL GAS DIVISION 


Scuyvesant Falls, New York 


YOU CAN RELY ON EDISON 


Oxygen Tent- 


has all 
these 

practical 
advantages 
in hospital 


@ Refrigerating 
unit under 
the bed — out of the way 


@ Occupies less bedside space 

@ Thermostatically controlled 
refrigeration 

@ Constant temperature from 
coil to canopy 

@ No exposed piping 

@ Complete Fiberglas insulation 

@ No-draft circulation 

@ Simplified all-electric 
operation 

@ 100% corrosion-proof 
throughout circulatory system 

@ Copper drain pan 

@ Control panel at eye level 

@ Easily maneuverable 

@ Quiet and trouble free 

@ Easily operated call box 


ciation, the Blue Cross plan in 
northeastern Ohio, said, in an an- 
nouncement of the experiment, 
that the hospital patient appli- 
cants, beginning with the first day 
of the fourth month after dis- 
charge, will be enrolled for the 
regular Cleveland Hospital Service 
group contract. Those connected 
with enrolled groups will be added 
to the employer's billing for regu- 
lar payroll deduction of the Blue 
Cross charges at group rates. Oth- 
ers will be enrolled as direct pay- 
ment subscribers at the standard 
direct pay rates. 

Hospitals participating in the 
initial test are Evangelical Dea- 
coness, Lutheran, St. John’s, St. 
Luke’s and University Hospitals, 
all in Cleveland. If the program 
proves successful in these hospitals, 
it will be extended to others 
throughout the area. 


Blue Shield Membership 
Totals 21,976,713 


During the first three months of 
1952, membership growth in the 
78 approved Blue Shield plans 
totaled a net of 845,717 new mem- 
bers. This growth brought the total 
membership in Blue Shield to 
21,976,713, of which 9,200,561 are 
subscribers (41.98 per cent), and 
12,717,535 are dependents (58.02 
per cent). 

Three plans changed size group 
during the first quarter period. The 
Louisville plan moved from the 
50,000 to 100,000 members group to 
the 100,000 to 200,000 members 
group, while the Saskatoon and 
Syracuse plans both advanced from 
the below 50,000 members group 
to the 50,000 to 100,000 members 
group. 

Four plans (Harrisburg, New 
York City, Newark and Chicago) 
reported a net growth in excess 
of 50,000 members. Harrisburg 
showed the largest net growth, ac- 
quiring 144,819 new members. New 
York City was second with a net 
increase of 104,057. Newark and 
Chicago showed net gains of 63,254 
and 55,342, respectively. 

Based on the U. S. Preliminary 
Count by counties as of April 1, 
1950, and the area served by each 
plan, the 78 approved Blue Shield 
plans had enrolled 14.36 per cent 
of their combined population as of 
March 31, 1952. Wilmington led all 
plans with 54.39 per cent of its 
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population enrolled; Klamath Falls 
was second with 43.18 per cent, and 
Washington, D. C., ranked third 
with 41.19 per cent. 
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AVERAGE LENGTH OF STAY 
REPORTED TO THE BLUE CROSS COMMISSION 


+ 


~ 
75 


70 
6 
og 
ADMISSION-STAY 


Contrary to past trends, the rate of 
admission as experienced by Blue 
Cross plans declined during the month 
of March. Members were hospitalized 
at the rate of 126 inpatient admis- 
sions per 1,000 participants. Com- 
parable rates for March 1950 and 1951 
were 129 and 125, respectively. The 
March 1952 rate represents a decrease 
of five admissions per 1,000 partici- 
pants, or 3.82 per cent, from the Feb- 
ruary rate. 

Although the average length of stay 
during February 1952 was slightly 
longer when compared to January 
experience, a new low for the month 
was reached. Stays of hospitalized 
Blue Cross members averaged 7.72 
days during February 1952. This rep- 
resents an increase of .16 days, or 2.12 
per cent, over the January experience 
and a decrease of .10 days, or 1.40 per 
cent, when compared to February 
1951. 

The 1,006 inpatient days of care 
provided during February 1952 repre- 
sents an increase of 138 days per 
1,000 participants, or 15.90 per cent, 
when compared to January experi- 
ence, and an increase of 45 days per 
1,000 participants, or 4.68 per cent, 
over the experience of February 1951. 
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Five Million Enrolled 
in New York City Pion 


During the first quarter of 1952, 
two plans showed significant en- 
rollment gains. The New York City 
plan, with a net gain of 118,023 
new members, passed the 5,000,000 
mark. The Chicago plan, with a net 
increase of 92,389 members, now 
has more than 2,000,000 members. 
Three Blue Cross plans (New York 
City, Detroit and Chicago) now 
have enrollments of more than 
2,000,000 members. 


Total membership as of March 
31, 1952, was 41,927,131 and con- 
sisted of 17,509,612 subscribers 
(41.8 per.cent) and 24,417,519 de- 
pendents (58.2 per cent). 

Net enrollment gains of more 
than 50,000 members during the 
first quarter period were reported 
by four plans. New York City led 
all plans with a net increase of 
118,023 members; Chicago ranked 
second with a net gain of 92,389; 
Newark was third with a net of 
65,789; and Philadelphia, fourth 
with 53,237 new members. 
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There's added protection for both personnel and patients in 
your hospital —plus dollar savings—when Staphene is used 
throughout. Check the phenol coefficients of Stophene against 
specific organisms (see chart above). 


From the “sharps” pan in surgery to your clinic corridors, 
Staphene assures high effectiveness plus economy. 
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NURSING - - 


Nurses Approve New Organization Nursing. These three organizations 


now have merged their assets and 


7 There is a new nursing organ- At the biennial convention, the adopted the bylaws of the new Na- 
ization as a result of the 52nd bi- recommendation of the joint com- tional League for Nursing. 

° ennial convention of the American mittee on structure of the various Ruth Sleeper, director of the 

| Nurses’ Association in Atlantic City organizations was approved by the school of nursing service, Massa- 
during June. Formation of the Na- National League of Nursing Educa- chusetts General Hospital, Boston, 
tional League for Nursing resulted tion, the National Organization for was elected first president of the 
from a 10-year period of study and Public Health Nurses and the As- National League for Nursing. 
structural changes sociation of Collegiate Schools of Among the other officers are the 


first vice president, Frances Thiel- 
bar of the division of nursing edu- 
cation, University of Chicago; sec- 
ond vice president, Mrs. Mae O. 
Spiegel, Chicago; third vice presi- 
dent, Dorothy Wilson, executive 
director of the New Haven (Conn. ) 
Visiting Nurse Service and treas- 
urer, L. Meredith Oaxson of 
hh . Bronxville, N. Y. Anna Fillmore of 
FEATURES New York City is secretary and 
general director. 

Mrs. Spiegel, second vice presi- 


dent of the league, is a lay member 
k + al L0 0) FN YL who has been active in many nurs- 
make ing and health organizations in 


THESE 


containing HEXACHLOROPHINE (G-11*) Chicago. Because it has a com- 

munity centered program, the Na- 

the Solution of Choice tional League for Nursing is pro- 
for the Rapid Disinfection of Delicate Instruments viding for lay membership. 


Activities of the National League 
for Nursing are divided into two 
Non-corrosive to metallic instruments and keen distinct functions: (1) The Division 
cutting edges. of Nursing Education in general 
will continue the activity and func- 
tions of the National League of 
Nursing Education, the National 
Organization of Public Health 
Non-toxic, non-staining, and stable. Nurses and the Association of Col- 
legiate Schools of Nursing. 

(2) The new feature of the Na- 


for WARD + CLINIC + OFFICE 


Free from unpleasant or irritating odor. 


Non-injurious to skin or tissue. 


Potently eflective, even in the presence of soap. 


© 
© 
© 


Economical to use. tional League for Nursing is the 
*Trademark of Sindar Corp. provision made for the Division of 

Nursing Services which will in- 

In choosing B-P CHLOROPHENYL, you avail 
yourself of a medium free from phenol (car- Nursing and a Department of Pub- 

bolic acid) or mercury compounds . . . one lic Health Nursing. It will be in 

highly effective in its rapid destruction of com- this division that organized nursing 

monly encountered vegetative bacteria (except services, both hospital and public 


tubercle bacilli). See chart. health, can work with allied groups 


‘ to study the many problems now 

Compare the killing ume of this facing nursing. 
Previously the three organiza- 
Vegetative Bacteria | 50% Dried Blood | Without Bleed tions emphasized nursing educa- 
Staph oureus 15 min. 2 min. tion; in the newly formed Division 


of Nursing Services, emphasis will 


coh 15 min. mn 
be on improving nursing care to 
Per Gallen $5.00 the patient whether in a hospital 
eer or at home. Much of the work 
te. 200 8-P INSTRUMENT CONTAINER Ask your dealer started by the National Committee 
cont we of BARD-PARKER CHLORO. Danbury Connectic Services Wi » continue in the 
PHENYL. Helds up te 8 instruments. , ut Division of Nursing Services. 


The American Nurses’ Associa- 
tion, with a membership of 175,000 
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all 


professional nurses, will continue 
to function as the representative of 
the nursing profession 

In addition to the major busi- 
ness of approving organizational 
changes, the 8,000 nurses meeting 
in Atlantic City considered the fol- 
lowing items of importance 

Hours: A resolution calling for a 
40-hour work week for all! institu- 
tional nurses, without a reduction 
in salaries, was passed by the asso- 
ciation. Approximately one-third 
of the nation’s hospitals now have 
a 40-hour week. 

Selective service:, The house of 
delegates of the American Nurses’ 
Association voted in favor of selec- 
tive service for nurses in the event 
of a national emergency. The con- 
vention also called for commission 
status for male nurses in the armed 
forces and provisions for including 
them in the national nurse power 
pool. 

Compulsory health insurance: The 
Association took no action to sup- 
port or oppose compulsory health 
insurance. A resolution was passed 
reaffirming the right of each nurse 
to decide the issue. 

Practical nurses: The question of 
admitting practical nurses to mem- 
bership in the National League for 
Nursing was discussed and ap- 
proved in principle. A committee 
was appointed to work with repre- 
sentatives of practical nurse groups 
and outline a program for future 
action. 

Student nurses: One thousand 
student nurses, representing 43 
states, attended the convention and 
decided to form their own national 
council, the first in nursing history. 
This will be an independent council 
under the coordinating council of 
the American Nurses’ Association 
and the National League for Nurs- 
ing. Carolyn Kuesher of Presby- 
terian Hospital school of nursing, 
Pittsburgh, is temporary chairman. 

Officers: Mrs. Elizabeth K. Por- 
ter, professor of nursing and di- 
rector of advanced nursing pro- 
grams at Frances Payne Bolton 
School of Nursing at Western Re- 
serve University, Cleveland, was 
re-elected president of the A.N.A. 
Other officers are the first vice 
president, Mrs. Lillian Patterson, 
Seattle; second vice president, Ma- 
bel Montgomery, Richmond, Va.; 
secretary, Agnes Ohlson, Hartford, 
Conn., and treasurer, Annabelle 
Peterson, Washington. 

Next conventions: The National 
League for Nursing will hold its 
first convention in 1953. This year 
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he SAFEST HOSPITAL BED 


on the market 


the HILL-ROM Crank Operated 


HIGH-LOW BED 


with the new HILL-ROM Safety Side 


@ The Hill-Rom High-Low Bed has 
proved, in actual service, to be the 
most completely satisfactory ad- 
justable-height bed on the market. 
Its exclusive two-pedestal design, 
with compensating coil spring oper- 
ating principle, makes it possible 
for the nurse to raise or lower the 
bed faster, with fewer turns and 
less effort, than is possible with the 


conventional four post telescoping 


. design often used on high-low beds. 


When equipped with the new 
Hill-Rom Short Safety Side this 
bed, in the opinion of the many 
hospital officials, doctors and nurses 
who have seen it demonstrated, is 
the safest hospital bed on the market. 

To the best of our knowledge this 
is the ONLY Side Guard that can 
be successfully used on a high-low 
bed. It does not interfere with the 
use of the overbed table nor with 
any other nursing procedure. 


the new HILL-ROM 
SAFETY STEP 


Several years ago Hill-Rom pioneered 
the idea of an auxiliary safety step at- 
tached to a hospital bed. This original 
safety step hos enjoyed wide accept- 
ance among hospital officials. This new 
model embodies many improvements 
and refinements in design which moke 
for increased sofety and convenience. 
ALL THE WEIGHT is carried on the floor, 
with practically no strain on the bed- 
rail. This new sofety step can be easily 
attached to any standard hospital bed 
—old or new, wood or metal. 


A full color booklet describing this new safety equipment will be sent on request. 


HILL-ROM COMPANY 


INC 


BATESVILLE IND 


Furniture for the Modern Hospital 
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it will concentrate its activity on nurses in the care of premature in- 


developing state and local pro- fants will be conducted at the 
grams. The American Nurses’ As- Mountainside -Hospital in Mont- 
sociation holds its next biennial clair. 


The hospital will house the 
students and the hospital's medical 
staff will be lecturers in premature 
care. The nursing instructor will 
be furnished by the State Depart- 
ment of Health. 

The Children’s Bureau in Wash- 
ington will provide a stipend for 


convention in 1954 


Premature Nursing Program 
To Begin in New Jersey 


To reduce the rate of premature 
deaths in New Jersey, an inservice 
training program of six weeks for 


MIAMI 


AWNING 


See 


Miami all-aluminum windows may be kept open a. 
during rain. Wide glass vents deflect rain yet ta ag 
allow fresh air in. Patients enjoy free ventilation 
24 hours a day. 

@ Heavy extruded aluminum construction... 


requires no painting — stays 
clean, bright and strong. Vents ' 
can't swell, worp or stick. 


@ Weatherstripped and weathertight — 
double positive closing through 


each of the nurses approximately 
equal to the salary she receives 
from the sending hospitals, and. 
therefore, the amount of her salary 
will be available to the sending 
hospital for a substitute during the 
period the nurse is at Mountain- 
side. 

The program developed out of a 
suggestion four years ago by the 
New Jersey Hospital Association to 
the chief of the Bureau of Maternal 
and Child Health of the State De- 
partment of Health ‘that a joint 
program designed to reduce the 
neo-natal death rate in New Jer- 
sey be undertaken. The proposal 
was accepted and the cooperation 
of the Medical Society of New Jer- 
sey was enlisted. Committees were 
appointed to study the problem. 
After delays due to retirement. 
resignations, lack of finances and 
inability to find qualified per- 
sonnel, the present program was 
planned. 


Toronto General Hospital 
Joins Association 


A new institutional member of 
the American Hospital Association 
is Toronto (Ont.) General Hospi- 


tal. 

A 1416-bed hospital with 207 
bassinets, Toronto General has an 
annual admission rate of more than 
29,000. Its outpatient department 
handles an average of 96,000 cases 
a year. 

Dr. J. E. Sharpe is superintend- 
ent of the hospital. 


CURRENT LISTING OF 
NEW ASSOCIATION MEMBERS 


NEW INSTITUTIONAL MEMBERS 


CALIFORNIA 
Long Beach—Bixby Knolls Hospital 


FLORIDA 

Bradenton — Manatee Veterans Memorial 

Hospita 

Gulfport—The Cedars Hospital, Inc. 
GEORGIA 

Camilla— Mitchell Hospita! 

Monticello—Jasper County Hospital 
ILLINOIS 

Peoria— Martin's Convalescent Home 


INDIANA 
Tell City—-Perry County Memoria! Hospital 


KENTUCKY 
County Hospital 
Paris—Bourbon County Hospital 
Princeton—Caldwell County War Memorial 
Hospital 
MINNESOTA 
Minneapolis—Eitel Hospital 
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New Prague—Community Memorial Hos- 


-Murray County Memorial Hos- 
ta 


MISSISSIPPI 
Carthage—Leake County Memorial Hos- 


ita 

Gieanvitie — Washington County General 
H ital 

Hazelhurst—Hardy Wilson Memorial Hos- 


pital 
West Point—-Ivy Memoria! Hospital! 
Yazoo City—King’s Daughters Hospital 


NORTH CAROLINA 


Burgaw—Pender Memoria! Hospital 
New Bern—Kafer Memorial Hospital 


NORTH DAKOTA 
Bowman— Tri-State Memoria! Hospital 
Garrison—Garrison Memorial H ital 
Valley City—Sheyerne Memorial Hospital 


OHIO 
Barnesville — Barnesville Hospital Assn... 


Inc 
Oak Hill—Oak Hill Hospital 


OREGON 
Albany—Albany General Hospital 


PENNSYLVANIA 
Pittsburgh--St. Clair Memorial Hospital 


TENNESSEE 
Lawrenceburg—Lawrence County General 


Hospital! 
Memphis—-Le Bonheur -Children's Hospital! 


TEXAS 
eg County Memorial Hos- 
pita 


WASHINGTON 
Walla Walla—Walla Walla General Hospital 


WEST VIRGINIA 


Webster Springs Webster County Me- 
morial Hospita 
Weirton— Weirton Genera! Hospital 


CANADA 


Chilliwack, B. C.—The Chilliwack H ital 
North Bay. Ontario—North Bay Civic Hos- 


pital 
— Ontario—Toronto General Hos- 
pita 


HAWAII 
Hilo—Oto Hospital 


PERSONAL 


Ames. James B.—Trustee—-Mount Auburn 
Hospital—Cambridge, Mass 

Armstrong, Walter Richard Jr. — Hosp 
Field Rep.—Hospital Operations Service, 
Department of Medicine & Surgery— 
Washington, D. C 

Barker, harles T.—Dir.—Dover (N. J.) 
General Hospital 

Bennett, Philip B.—Bus. Mger.—Worcester 
(Mass.) Hahnemann Hospital! 

Butters, Robert Bruce—-Student—Course in 
Hosp. Adm.—University of Minn.—Min- 


istrar—-USAF Hospital—Lockbourne Air 
Force Base—Columbus, Ohio 

Carter, Gladys E.—Med. Rec. Libr —Corn- 
wall (Ont.) General Hospital 

Eady. Karl—-Dir. of Personnel & Pub. Rel 
~—Samaritan H ital—Troy, N. 

Hardwicke, rah H.—Asst. Dir.— 
Strong Memorial Hospital — Rochester, 


Hartford, Lyle Stephen—Adm. Res.—Uni- 
versity of Colorado, Dept. of Medicine— 

nver 

Irwin, James H.—Supt., Goddard Hospital, 
Inc. —Brockton, Mass. 

James, Cleveland A.—Field Hospital 
Purchasing Service of Pa.— ladelphia 

Joy. John iliam, R. N.—Adm.—Murray 
County Memorial Hospital — Slayton. 
Minn. 

Kusianovich, Daniel— Adm. Off.—U. S. 
Public Health Service Hospital — Fort 
Stanton, N. M 

Laliberte, Clarence E.—Asst. Adj.—USAF 
School of Aviation Medicine—Randoiph 
Field, Texas 

Levy. Ruth H.—Pers. Dir—Mount Sinai 
Hospital of Cleveland 

Mantel, Dr. Edward F.—Adm. Asst.—The 
Jewish Hospital of Brooklyn 

Michael, Milton Jr.— Asst. Hos Mer. 
Trainee & Personne! Officer—-Veteran's 
Administration Hospital, Brooklyn 
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EMERSON-ELECTRIC 


Belt-Drive Exhaust Fans 


For big volume air-moving 
jobs, specify powerful, 
low-speed Emerson-Electric 
Belt-Drive Exhaust Fans. In 
24", 30", 36", 42” and 48” 
blade sizes, capable of 
dischargi@g up to 19,400 
cubic feet of air per minute. 
Made for vertical or 
horizontal discharge. 


for employe efficiency” 


All year long—but especially now during the hot summer months 
—stale, stagnant air can “eat up” payroll dollars by lowering 
employe morale and efficiency. 


Emerson-Electric Exhaust Fans are the logical choice for your 
ventilation requirements. Built by a company with over 60 years 
of precision manufacturing experience, a// Emerson-Electric 
fans are designed and constructed to minimize installation, 
operation and maintenance costs. 


Strike “dead"’ air from the payroll! See your electrical contractor 
or write for free Exhaust and Ventilating Bulletin No. T91. 


THE EMERSON ELECTRIC MFG. CO. 
St. Lewis 21, Me. 


EMERSON -ELECTRIC 
Direct-Drive Exheus! Fens 
Economical, efhcient two-speed models avail- 
able in 12", 16", 18", 24” and 30” blade sizes. 
Fully enclosed ball-bearing motors for all types 
of installations. Balanced overlapping blades 

operate quietly. 
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Announcing an Improved Method in the 


Sterilization of SYRINGES 


STERILIZING TUBING 


Compare this revolutionary new method of sterilizing and storing Syringes and 
Needles with old-fashioned, time-consuming and expensive procedures. 


® needle is inserted in special paper holder 


with size of needle clearly indicated 


and visible through the transparent tubing. 


@ needle barrel and plunger are inserted 
in the tubing with ends of 
tubing sealed (as illustrated). 


© after autoclaving (not for use in an oven) 
the syringe and needle are now ready for 
immediate use or stored for future use. 


@ the 3 parts are quickly assembled 
by hand within the tubing. 


© this new method means a complete 
stock of sterilized syringes and needles 
ready at all times. 


Weck Sterilizing Tubing is also ideal for 


sterilizing catheters and surgical 
tubings such as rectal tubes, drains, etc. 


Order direct from Weck or write for Bulletin 


giving complete technical data. 


SOLD DIRECT .. 


WECK STERILIZING TUBING 
Comes in compressed cylindrical “sticks” in 2 sizes 
40 fi. te @ stick 
(400 feet) $ 495 
(1000 feet) 10.95 


CATHETER STERILIZING PAPER 
50 sheets on a pod —per thousand sheets $3.50 


NEEDLE STERILIZING PAPER 
per thousend $1.00 


> 
° 
> 
> 


WECK INSTRUMENTS ARE MADE CORRECT. 
. TO HOSPITALS 


135 Johnson Street, 
Brooklyn 1, N. Y. 


Manvfacturers of Surgical Instruments « Hospital Supplies + Instrument Repairing 


AUTOPSIES 


(Continued from page 60.) 


examination of the body in the 
presence of a large group of rela- 
tives. There usually is a tendency 
for at least one person to voice 
disapproval and thereby alarm the 
others. 


THE MORGUE 


Often the family and relatives 
will want to visit the morgue to 
see the deceased and there are 
certain conditions here which can 
influence them against autopsies. 
One way to prevent this is to 
make sure the morgue is kept as 
clean as the operating room. It 
should be immaculate at all times. 
Preferably, it should be tiled so 
that it can be washed down easily 
after each autopsy. The room also 
should be equipped with a mod- 
ern autopsy table and all equip- 
ment needed for examining bodies. 
Two cooling vaults should be pro- 
vided as a minimum for a hospital 
with fewer than 100 beds, with 
one compartment added for each 
additional 50 patients. 

It also is desirable to provide a 
small room for relatives who want 
to view the body while it is in 
the morgue. This room should be 
clean, well-ventilated, comfortably 
furnished, and free from morgue 
odors. The body, when shown to 
the family or relatives, should be 
properly draped, with an attend- 
ant present. Care must be taken 
to see that the body is in good 
condition—no marks, no blood, no 
stains, and no discharge from the 
mouth. Even though the family 
may wish to be left alone with the 
body, the attendant should always 
be present, particularly to prevent 
the family from looking at other 
parts of the body. 

This article has endeavored to 
stress the more important phases 
and problems associated with se- 
curing permission for autopsies. By 
observing them and by increasing 
and continuing the efforts already 
made, more autopsies can be per- 
formed and the result will be of 
benefit to the whole field of medi- 
cal science. 
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TUG AND STRA/N- 
ANCHOR TUFTS REMAIN 


ANCHOR NYLON 
SURGEON’S BRUSH 


pLife-time tufts fastened by 
nickel-silver anchors. 


Guaranteed to withstand a minimum 
of 400 autoclavings. 


© Special tapered tufts give greater scrub-up 
comfort and efficiency. 


Crimped bristles provide better soap retention. 
© Stonderd size . . . will tn brush dlepencer. 
sides of handle assure firm grip. 


@ Light weight . . . patented nylon hollow-back. 


OUTSTANDING PERFORMANCE MAKES ANCHOR BRUSHES 
THE MOST ECONOMICAL ON THE MARKET TODAY! 


ANCHOR NYLON 
UNBREAKABLE TUMBLER 


Rigid nylon construction. 

Full 7 oz. size. 

Stain-resistant. 

Ribbed surface for non-slip grip. 

Can be avtoclaved or boiled. 
Furnished regularly in translucent white. 
Also available in paste! shades (bive, 
pink, green). 


ANCHOR TUMBLERS COMBINE ECONOMY WITH SMART DESIGN 


ANCHOR BRUSH COMPANY 


AURORA, ILLINOIS 
Write for Complete intermation te Exclusive Seles Agent 
THE BARNS COMPANY 
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CLINICAL REPORTS © 


SEVERE PRE-ECLAMPSIA 
AND ECLAMPSIA 


The introduction of Verenteral in the monagement of 
severe pre-eclampsia and eclampsia has proven a life- 
saving measure. Verenteral is a most valuable therapeutic 
measure in restoring the patient to a stage where delivery 
can be accomplished without undue risk of maternal or 
fetal mortality. in a series of over 200 cases, parenterally 
administered Veratrum viride proved to be o decisive 
factor in the control of convulsive eclompsic.' 


BLOOD PRESSURE 


VERENTERAL 


Verenteral, a biologically standardized extract of 
Veratrum viride, is the first sterile intravenous Veratrum 
viride preparation for the management of pre-eclampsia 
and eclampsia. Verenteral produces o marked arteriolar 
vasodilatation with a consequent drop in blood pressure. 
The fall in blood pressure is unique in that the vasodilator 
effect is restricted to the spastic arterioli, without involve- 
ment of the venous system or interference with cardiac 

| output. A marked and dramatic lowering of blood pres- 
sure is obtained without producing postural hypotension. 

Verenteral is administered by intravenous infusion and 
is entirely safe when the established rules of dosage 
ond administration are carefully observed. 


Verenteral 


Each cc. of Verenteral contains 100 C.S.R. (Ca- 
rotid Sinus Reflex) Units of Veratrum viride, Bio- 
logically Stondardized. Supplied in 20 cc. vials. 


1. Bod, W. W. end Assoli, S. Am. J. Obet. & Gynec. 62) 
1093-1099, 1951. 


*Brond of Veratrum Viride Extract (Irwin-Neisler) 
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(Continued from page 20) 
This orientation could well include 
the members of the hospital medi- 
cal staff, and also the hospital 
nursing staff.-James R. GERSONDE, 
executive director, Chicago Hospi- 
tal Council and Illmois Hospital 
Association. 


Successful s codes 
need com understanding 
In my opinion, hospital press 
codes are very worthwhile and do 
accomplish their purpose with a 
maximum of fairness to the 
patient, the hospital and _ the 
press, provided there is a com- 
plete under- 
standing among 
those involved. 
In Colorado, 
in the fall of 
1947, represen- 
tatives of the 
Colorado Medi- 
cal Society, edi- 
tors and staff 
members of 
both Denver 
daily news- 


MR. HUGHES 


papers, news editors of three Den- 
ver radio stations, the managing 
director of the Colorado Press As- 
sociation, the director of the 
Rocky Mountain Radio Council, 
the chief of the Time-Life bureau, 
and the president, secretary, and a 
board member of the Colorado 
Hospital Association all met to- 
gether for the purpose of im- 
proving their public relations. 

After several meetings were 
held by these representatives a 
Code of Cooperation was drawn up 
and adopted. Its specific require- 
ments are as follows: 
Responsibilities of hospitals— 

1. Each hospital shall designate 
a spokesman who will be compe- 
tent enough, in the absence or 
non-availability of the attending 
physician, to give authentic in- 
formation to the press and radio 
in emergency cases at any time of 
the day or night without the nec- 
essity of clearing with higher au- 
thority. These spokesmen shall be 
made known to the proper officials 
of all newspapers and radio sta- 
tions in the community served by 
the hospital. Information shall be 
provided as rapidly as it can be 
obtained without interfering with 
the health of the patient. Nothing 


in this paragraph, however, con- 
templates the providing of any in- 
formation which shall jeopardize 
the hospital-patient relationship, 
or which violates the privacy or 
legal rights of the patient. 

2. In non-emergency cases, in 
the absence of or on the authori- 
zation of the attending physician, 
hospitals shall provide informa- 
tion to the press and radio on the 
same basis as provided in Section 
4 in the section on the Colorado 
State Medical Society. 

3. Where information is given 
on hospital procedure, equipment. 
facilities for treatment, or other 
features of hospital service, hos- 
pital authorities shall be careful 
to refrain from giving the im- 
pression that such facilities exist 
only in the hospital named unless 
that is the ascertained fact. 
Responsibilities of press, radio— 

1. Representatives of the press 
and radio, recognizing that the 
first obligation of the physician 
and hospital is to safeguard the 
life and health of the patient, shall 
cooperate by refraining from any 
action or demands that might 
jeopardize the patient's life or 
health. 

2. When a physician or hospital 


THERE IS NO MYSTERY 


Your hospital s 
biggest problems are— 
Personnel relations 
Medical Staff relations 
Community relations 
Inadequate facilities... 

equipment, buildings, and 
... Money to resolve these problems 
They intensify daily due to— 
Rising operational costs 
Advance of medical and drug therapy 
Decline of average patient stay 
Increasing demands for hospitalization 
Rapid obsolescence of physical plant 


All of these problems and their solution are related 
to acceptance and support of your hospital by its 
publics—personnel, staff and the people of your 
service area. IT IS NO MYSTERY that hospital 
problems are solvable through Public Relations and 
Fund-Raising. 


AMERICAN CITY BUREAU 


Note: Above ws a reprint of the first page of a recent 


maihng available to you upon request. 


(Incorporated 1913) 
221 North La Salle Street 
Chicago 1, Illinois 


470 Fourth Avenue 
New York 16, N. Y. 


(Charter Member American Associauon of Fund-Raising Counsel) 
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Bed 


OXYGEN TENT 
FIRSTS 


5 yeoer worranty since 1947. 

Refrigerated by Serve! with 
tube . since 1947 
E Z KLEEN air filter 

D O KOTE for dust and odor removal 


FEATURES 
Jeweled ON .. . OFF Oxygen Flow Indicator 
Temperature range of 30 degrees 
Humidity 40 to 60%, 
Fiberglas Insulated Throughout 


© Draft Circulation 
Automatic Condensate Evaporator The Under Bed Ox gen Tent re- 
Washable Air Filters quires no more usable floor space than 
D.O. KOTE Odor Removal cylind of 
Easily Operated Patient's Call Bell er of oxygen. 
Easily Maneuverable Casters 
Low Center of Gravity. Can't Tip Over 
ts HP Condensing Unit. Warranted for 5 Years Designed, Patented and Manufactured by 
A. H. ST. LOUIS COMPANY, DEPT. H 
$ 7 1 5 UTICA, N. Y. 
SOLD ONLY THRU QUALIFIED DEALERS AND SERVICE OUT. 
Including 2 Disposable Canopies LETS. WRITE FOR NAME OF QUALIFIED DEALER NEAREST YOU 


LOOK FOR THE UNDER BED EXHIBIT AT THE AMERICAN HOSPITAL ASSOCIATION 
TECHNICAL EXPOSITION + PHILADELPHIA, PA. 


STAINLESS STEEL 


GENNETT 


Hotel Maid’s Cart 


“cart” “Booby Trap Showers 


_ with the DOUBLE Safety of 
eee 
SHELVES & SIDES 


* “THERMOSTATIC SHOWER MIXERS 


BUILT TO GIVE One shower accident may cost 
LONG SERVICE many times more than Powers 
shower mixers. They are really 
safe and non scald. Temperature 
of Powers regulated showers 


No other Cart offers so remains constant wherever set 


Write For regardless of pressure or tem- 
S ‘ficati much! The Gennett U8-S, perature changes in water sup- 
pecitications functional in design, with ply lines. Failure of cold water 
silent easy mobility, large an 
‘“‘carry-all’’ compartments, can really relax and enjoy the 
ite durable brown lacquer trim top, MAY WE SEND best showers they ever had. 
bottom and corners. . . lower CIRCULAR H48? at) 
“oom servicing costs THE POWERS REGULATOR CO. 
60 Cennett/ 3400 Oakton Street 
Skokie, IMinois 
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authority is quoted directly and 
by name, representatives of the 
press and radio shall make certain 
to the best of their ability that the 
quotation is accurate both in con- 
tent and in context. 

3. Representatives of the press 
and radio shall exercise editorial 
judgment to avoid publishing ma- 
terial designed solely to exploit 
the patient, doctor or the hospital. 
4. On all matters of health or 
medical news, representatives of 
the press and radio shall make all 
reasonable efforts to obtain au- 
thentic information from qualified 
sources indicated above before 
publication or broadcast. 


Responsibilities of the Colorado 
State. Medical Society 

|. The executive offices of the 
Colorado State Medical Society 
shall be available at all times to 
representatives of the press and 
radio to obtain authentic informa- 
tion as promptly as possible on 
health and medical subjects. If 
the information desired is not im- 
mediately available, it shall be 
the duty of the executive offices 
either to obtain the information or 
to locate a competent authority 
from which the press and radio 


details and sample today! 


can obtain the information directly. 

2. Officers, committee chairmen, 
or designated spokesmen of the 
Colorado State Medical Society 
may be quoted by name in matters 
of public interest for purposes of 
authenticating information given. 
A list of the current spokesmen 
of the Colorado Medical Society 
shall be supplied to the representa- 
tives of the press and radio and 
shall be kept up to date. This shall 
not be considered by their col- 
leagues as a breach of the time- 
honored practice of physicians to 
avoid personal] publicity. 

3. County and regional medical 
societies in Colorado have been 
urged to adopt a similar policy in 
regard to their officers, commit- 
tee chairmen and other designated 
spokesmen. It is recommended 
that county and regional medical 
societies prepare and keep up to 
date lists of current spokesmen 
comparable to those contemplated 
in paragraph two above, and sup- 
ply them to their local press and 
radio representatives. 

4. In matters of private practice, 
the wishes of the attending phy- 
sicilan or surgeon shall be _ re- 
spected as to use of his name or 
direct quotation, but he shall give 


information to the press and radio 

where it does not jeopardize the 

doctor-patient relationship or vio- 

late the confidence, privacy or 

legal rights of the patient, as: 

a.In cases of accident or other 
emergency: the nature of in- 
juries, the degree of seriousness, 
probable prognosis. 
b.In cases of illness of a per- 
sonality in whom the public has 
a rightful interest: the nature 
of the illness and its gravity. 
c.In cases of unusual injury, 
illness, or treatment, the above 
information and any scientific 
information which will lead to 
a better public understanding 
of the progress of medical sci- 
ence. Any physician becoming 
aware of such a case is urged 
to notify the designated spokes- 
man of his local medical so- 
ciety at once for immediate 
communication of information to 
the press and radio. 

Since we have adopted this 
plan, there is seldom any diliffi- 
culty that arises between the hos- 
pitals, doctors, press, or radio, 
which cannot be settled amicably 
and immediately.—— HUBERT W. 
HUGHES, administrator, General 
Rose Memorial Hospital, Denver. 


In fact—nothing comes even near equaling this 
finest patient's gown ever made. “ No-Tie™ famous 
X- back, eliminating the lumps of knots and but- 
tons, gives the patient complete comfort. Saves 
nurses time, and hospital expense, too. Write for 
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For the Comfort of Your Patients— 
for the Convenience of Your Staff 
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The Margaret Hague Maternity Bed 
9 Manufactured Exctusively by 
There’ no tie with No-Jie! 


No other hospital bed has been produced that offers equal 
advantages im comfort, in ease and speed of operation, in 
convemence im handling patients. 

For complete information about construction and special 
“Built-in” features of this and other hospital room and ward 
beds and furniture, write 


FRANK A. HALL & SONS 


Division of Opelika Manufacturing Corporation 
361 W. CHESTNUT ST. 


CHICAGO 10, ILLINOIS 
No greater name in all hospital teatiles! 
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hould have one 
ket,” says HARVEY HUSTLE. 


“That's what it was designed for.” 
He's talking about TRUSTEE, the pocket-size magazine 
published monthly by American Hospital Association 


for members of hospital governing boards. | 


This handy magazine helps board members be better trustees . . . 
selects articles of special interest to them .. . prints them in digest form 


Institutional members of the Association receive one subscription for board presidents. 
Personal members and persons connected with member hospitals 


may subscribe at $2 per year; others, $5. 


AMERICAN HOSPITAL ASSOCIATION 


18 East Division Street, Chicago 10, Illinois 
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SAFE 
FLOORS 


...even when 
wetted ! 


SUPER-SAFE 
¢ MAR-RESISTANT 


CETOX 


Hydraoxated Carnauba Dressing 
for all floor surfaces 


 Crrox contains chemically 

hydraoxated Carnauba. No 
abrasives or silicas added. The 
slip is out. Its dazzling self- 
lustre, tough to mar qualities, 
and safety under foot are amaz- 
ing... even under tracked in 
or spilled water. 


Make the all-weather CeTox 
test. Put Cerox on your floor. 
See how it withstands heavy, 
abrasive foot traffic —through- 
out rain and shine. Get Super 
Safe Crrox for your floors. 


Listed by Underwriters’ Laboratories, 
inc. Gnti-slip floor treatment 
material. 


Approved by York Reseorch Corp. for 
the American Hote! Assoc. 


CETOX 
Products Co. 


HOWARD & WEST STREETS 
BALTIMORE 30, MARYLAND 
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JOHN H. HAYES 


No one has to be told that one of 
the most pressing problems in our 
land today is that of the care of the 
aged. This is a problem that will 
grow greater as the years go on. 
As we get older our tendency to 
illness increases, strength wanes, 
earning power lessens or ceases, 
and people become again as chil- 
dren—they need much care. 

It is natural that we in hospitals 
should be called upon to help solve 
this problem. Some of us have 
made a start. I refer to the home 
care program, originated in Monte- 
fiore Hospital in New York, and 
followed by some of our municipal 
hospitals and in other places. This 
is, no doubt, part of the answer; 
but by no means all. 

Many older, ailing people do not 
have homes to go to, or where they 
are wanted, unfortunately. Old 
Folks’ homes are primarily for 
those who have no crippling ail- 
ments. Beds for longterm illnesses 
are few. Many nursing homes are 
not worthy of the name; and care 
in them often costs more than 
families can provide. It is not right 
that we should consider our older 
people wards of our government. 
Like children, they are the family’s 
responsibility. 

We have lost some of our finest 
traditions over the past generation. 
The loss of our respect and respon- 
stbility for the aged is one of them. 

Perhaps too many of us do not 
read or heed the Bible. 


x 


After working in a big city for 
almost a half century, I still feel 
sorry for people who do not have 
a place to dig and plant. I would 
not want to live amid only stone 
and plaster. Most people feel this 
way, as is shown by the many who 
grow things in flower pots in their 
apartments. My operating room is 
my garden; my wife is Head Nurse 
for the ailing plants (including 
those I damage); she also is Super- 


intendent; the antibiotics are in 
the ground (I'm told). The flowers 
that come into my hospital are 
more costly and exotic, perhaps, 
but I like better those that grow in 
my small garden. 

I am sure that many of the top 
people in the nursing profession 
spent a part of their senior year 
in nursing schools as head nurses 
on the wards, particularly at 
night. This gave them an invalu- 
able sense of responsibility which 
they may not now realize. 

No doubt some hospital schools 
of nursing still do it; but generally, 
I believe, it is frowned upon as 
poor practice. 

I wonder why. 


x * * 

There are many titles for those 
who manage hospitals—Superin- 
tendent, Director, Administrator, 
Executive Vice President, General 
Manager, etc. The average person, 
I believe, thinks of the head per- 
son in a hospital as Superintendent 
or Administrator. 

Something can be said for and 
against all these titles. For instance, 
the Superintendent in an apart- 
ment house puts out the ashes. An 
Administrator, to my mind, is 
usually the fellow who takes 
charge of the estate of a minor, a 
deranged person, a deceased per- 
son or a bankrupt concern. Execu- 
tive Vice President is so high 
sounding it does not seem to con- 
cern small details of management. 
A Director seems to be a member 
of a Board. General Manager 
seems to cover duties of the job 
better than any; but it is perhaps 
the least used title. 

I have no purpose in mentioning 
this; except, perhaps, to induce 
thought. But it does bring up an- 
other subject. 

We call our patients “Private,” 
“Semi-private” and “Ward” pa- 
tients. There can be no complaint 
with the Private designation. 

As to “Semi-private,”” no one 
likes that title. They are private 
patients of doctors whom we place 
two or more in a room. We 
had a sign in our hospital at 
one time, reading, “Semi-private 
Men.” Some people were curious 
to learn what a semi-private man 
might be. 


It is not pleasant to be classed 
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The hospital lotion with ANTISEPTIC VALUE 


offer this concise 
“refresher course’ 


(FOR NURSES— GRADUTE, STUDENT, 
PRACTICAL ANO NURSE'S AIDES) 


“ON GUARD" —a brief, explicit text on 
CARE OF THE BED PATIENT'S 
SKIN and PREVENTION OF BED 
SORES. Prepared by the Educational 
Director and_a Nursing Arts Instruc- 

tor in a university-affiliated school of 
nursing. A fast, comprehensive review 
of the prevalent pressure sore problem 
and how to deal with it. Presents skin 
care of the bed patient as a rewarding 
aid to recovery, worthy of the skill of 
the most competent nurse. 


Your request for enough copies of “ON 
GUARD" to fill your requirements will 
be filled promptly. 


‘Distributed by EDISON CHEMICAL COMPANY 


mokers of 


dermassage 


LUBRICATES with ond olive 
COOLS with soturc! menthol, with. 
ovl resort fo ropid evaporation. 


REDUCES BACTERIA on shin wr. 
feces and DEODORIZES with hes 
achiorophene. Add: tiong! therapeu. 
tic valves, too. 


A LIBERAL TRIAL SUPPLY of 


complimentary and prepa:d! 


Your Distributor or Write 


EDISON CHEMICAL COMPANY 
30 West Washington Street + Chicago 2 


as a “Ward Patient.” In many hos- 
pitals ward patients pay fees to 
doctors, as do private and semi- 
private patients. 

To class patients as A, B and C 
also seems wrong. The suggestion 
was once made that the three 
groups be called, “Private,” “Spe- 
cial” and “General.” 

Maybe we al! should think some 
about this. 

-@ 

Because of the nurse shortage 
today, many of us in the hospital 
and health fields have been giving 
a great amount of thought to re- 
ducing the duties of the graduate 
nurse. No doubt this is a part of 
the answer to our problem. 

My worry is—are we apt to 
go too far? 

Referring to the increase in the 
number of “degree” courses for 
nurses and the decrease in the 
number of small hospitals giving 
diploma courses, a doctor stated 
in a recent publication, “The view- 
point may be old-fashioned, but 
there are still doctors who think 
that the nurse should spend most 
of her hospital hours at the bed- 
side. She used to be there nearly 
all the time. Now she’s being 
weaned away from it. By degrees, 
of course.” 

Some time ago, at a meeting on 
the subject, a nurse made approx- 
imately this statement: 

“There is something of the na- 
ture of therapy in a graduate 
nurse bringing a glass of water 
to a patient, which is lacking when 
another type of worker does it.” 

I do not think that any will dis- 
pute it. The mere presence of the 
nurse gives an assurance that all 
is as it should be. A nurse, when 
bringing the glass of water, can 
quickly sense a change in the pa- 
tient’s condition. She might see a 
means of making the patient more 
comfortable in his bed or in the 
temperature or lighting of the 
room. 

Of course, when we are short 
of nurses we must do the best 
we can. I worry only about the 
trend. Is it good for the patient? 
In fact, is it good for the nurse? 

Count that day lost whose low 

descending sun 

Sees in your busy life the 

lack of fun. 
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Edisomite 
Surgical Cleanser 


BOTH POWDER AND SOLUTION 


| now colored 


for Positive Identification — 


NOW cone. job of instrument 
cleansing DISONITE SUR- 
GICAL CLEANSER—and save 
costly nurse-hours for tasks that only 
nurses can perform! 

EDISONITE strips stains from 
instruments in a 10-to-20 minute im- 
mersion. Leaves metal, rubber or glass 
thoroughly, chemically clean. Also 


Edisonite is now 
Safer than Ever to Use 


— because it is colored Crystal Green to 
give that final measure of gy 
against errors in identifying li 
Instruct surgical to * 
for Crystal Gree EDISONITE, and 


Test Edisonite fully— 
WITHOUT COST... 


if Edisonite Cleansing & not yet routine 
procedure in your surgical and emer 

departments, write for ow TRIAL RUN 
PACKAGE —S5 /6%., sent complimentory 


Your Distributor of Write 


EDISON CHEMICAL COMPANY 
30 West Washington Street. + Chicago 2 


4 ; | 
| 
Worth Valuable Nursing Time? ey 
| WORTH DOING WELL! | 
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| 
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| 
| 
. 
Dermassage for hospital use | 
wilt Wa and prepoid. Test EDISONITE thoroughly 
and observe its performance under al! 
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The Only 


for HOSPITAL USE 


FLEXIBLE DRINKING TUBE 


PAPER BASED — DISPOSABLE 


NO . 
STERILIZING 


NO 
BREAKAGE 


dy 
1 
BENDS 
TO ANY 
4 ANGLE 


FOR USE IN 
BOTH HOT 
AND COLD 
LIQUIDS 


WHOLESALE PRICES 
TO HOSPITALS 


UNWRAPPED 
$5 Net per 1,000 
INDIVIDUALLY 
WRAPPED 
$6 Net per 1,000 
5% Discount on 5,000 
10% Discount on 10,000 
Packed 500 to Box. 20 
Boxes to Case of 10,000 


CANADIAN DISTRIBUTORS 


INGRAM & BELL Ltd. 


TORONTO 
MONTREAL © WINNIPEG 
CALGARY © VANCOUVER 


(PRICES HIGHER IN 
CANADA) 


FLEX-STRAW 


CORP. 


4300 EUCLID 
CLEVELAND 3, OHIO 
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MEMBERS of the American Hospita! Asso- 
ciation will find this section of their maga- 


zine of substantial value in seeking new 
personne! It is informative to hospital 
executives seeking a change And, it can 


function to sell valuable used products you 
no longer need 


RATES: TRANSIENT: Fifteen cents a 
word. The minimum advertisement is 20 
words at a cost of $3.00. including address 
or key number of five words. All answers 
to keyed advertisernents will be forwarded 
Classified copy must be received by the 
fifteenth of the month preceding issue. Re- 
mittance must accompany classified adver- 
tiserments 


CONTRACT: Six-point body lines. 13 pica 
columns, 75 cents per line; eight-point dis- 
play lines, $1.00 per line Five per cent 
discount for six-insertion contracts with no 
change of copy. Ten per cent discount for 
twelve-insertion contracts with no change 
of copy. Contracts for 250 to 500 lines in 
tweive consecutive issues. 5% discount 
contracts for more than 500 lines in twelve 
consecutive issues, 10% discount 


SERVICES 


MICROTOME KNIVES PRECISION 


SHARPENING. 24 hour postpaid delivery 
SURGICAL INSTRUMENT RECONDI- 
TIONING COMPANY, 325 N. Wilder St., 


St. Paul 4, Minnesota. 


FOR SALE 


EQUIPMENT FOR SALE: 1 Aloe white 
enamel OB table. fully equipped with 
hydraulic base; 1 Utility table on wheels 
2 shelves 1 Examining table—white 
enamel. 1 Westinghouse Offset Surgical 
Light: 1 Surgical Dome Light—single lamp 
1 Castle light fixture-—stationary—3” diam- 
eter. This equipment is of varying ages. 
however all is usable and has Fay recently 


been retired from service. Will consider 
best offer. Call or write Mr. Wm. Mac- 
Donald, Chief Engineer. for particulars 
Memorial Hospital, Elmhurst, Ilinois 


POSITIONS OPEN 


DIRECTOR-INSTRUCTOR, SCHOOL OF 
PRACTICAL NURSING ALSO FOUR 
REGISTERED NURSES. GANADO MIS- 
SION. GANADO. ARIZONA. DIRECTOR 
OF NURSES. ALSO SCIENCE TEACHER, 
PRESBYTERIAN HOSPITAL. SAN JUAN 
PUE NU SUPERVISOR 
QUALIFIED GIVE ANESTHESIA. 
VALLEY HOSPITAL, PALMER, ALASKA 
AND SCHOOL NURSE. SHELDON JACK- 


SON JUNIOR COLLEGE, SITKA, ALAS- 
KA URGENTLY NEEDED. ALL CANDI- 
DATES MUST NGLE, PROTEST- 

; AND UNDER 


RITE DEPARTMENT OF MIS- 
PERSONNEL, PRESBYTERIAN 
NATIONAL MISSIONS, 156 
FIFTH AVENUE. NEW YORK 10. NEW 
YORK 
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THE MEDICAL BUREAU 
Burneice Larson, Director 
Palmdlive Building 
Chicago, Illinois 


volun- 
building 
college town 
East: $15- 
medical cen- 
hospital for 
research 
center 
and as- 


ADMINISTRATORS: ia) Medical. 
tary general hospital. 400 beds. 

program under consideration 
100,000, near university center 
$18,000. (b) Medical director 
ter consisting of fairly large 
chest diseases. cancer hospital 

department; large city. university 
Pacific Coast. (c) Medical director 
sistant superintendent, 700-bed teaching 
hospital large city important medical 
center. id) Lay, to succeed administrator 
retiring after long tenure. college town 
200,000. East. minimum $15.000 ‘e) Lay 
general, 100-bed hospital. expansion pro- 
will increase to 250. college town 
South. (f) Lay: general hospital, 100 beds 
California. (g} Community non-profit hos- 
pital currentiy blue print stage. 75 beds 
capable organizer required. suburban loca- 
tion, East. th) General, 200-bed hospita! 
under construction: Midwest. (i) Assistant 
administrator: voluntary general hospital 


500 beds, $6.000 ij) Executive secretary 
health agency, should be competent in 
public relations, capable public speaker 
California. (k) Lay: 60-bed hospital cur- 
rentiy under construction. small resort 
town, Wisconsin. H7-1 
ADMINISTRATORS..NURSES: (a) Rela- 
tively new hospita) for children. university 
center. (b) Community hospital, 150 beds 
Pacifie Northwest. ic} Small hospital for 
crippled children: New England. id) As- 
sistant administrator; 200-bed hospital. 
Midwest. H7-2 

ANESTHETISTS: ‘a) Large teaching hos- 
pital: university medical center, midwest 
minimum $450. @#b) Three. to work with 


group of medical anesthesiologists in fairly 
large general hospital university town 
Pacific Coast. ‘c) Two. large general hos- 
pital; interesting city outside US.: tropi- 
cal country, mild climate H7-3 


COLLEGE AND STUDENT HEALTH 
(a) Student health nurse: liberal arts col- 
lege near Chicago ib) Social, health and 
recreational director, 250-bed hospital. col- 
lege town, East. H7-4 

DIETITIANS: ‘a) Chief. voluntary general 
hospital, average patient census 150: 140 
students; department well staffed: Cali- 
fornia. (by Therapeutic and administrative 
dietitians: 200-bed hospital affiliated with 
group of distinguished specialists. on fac- 
ulty medical schoo! -hour week, attrac- 
tive city. South. ‘c) Supervisor of recipe 
department: food industry: East. id) The- 
rapeutic and teaching. large teaching hos- 
pital position carries faculty appointment 
as clinical instructor, university medical 
Pacific Coast. Chief; voluntary 
general hospital, 500 beds. university med- 
ical center, Midwest: minimum $5000. H7-5 


DIRECTORS OF NURSES: ia) 
300-bed hospital, expansion program: uni- 
versity town near New York City (db) 
General hospital, 225 beds, expanding to 
300: 70 students: well staffed. attractive 
location: California: minimum $6000 ic) 
Large teaching hospital. university cen- 
ter, South 7200. ‘d) Director and. also 
assistant director of nurses, large tubercu- 
losis hospital Southwest ie; General, 
15}-bed hospital. integral part of college 
schoo! of nursing: rank: assistant profes- 
sor. Pacific Northwest. ‘f)} General 350- 
bed hospital university affiliations. 200 
students Master's desirable Southwest 
ig) Nursing service only: voluntary gen- 
eral hospital, average census 200, building 
program. California. ‘h) Nursing service 
only 200-bed general hospital, college 
town, Northwest: .$6000. maintenance H7-6 


EXECUTIVE PERSONNEL 
director: teaching hospital. 300 beds: uni- 
versity medical center Midwest ib) 
Comptroller qualified assume administra- 
tive responsibilities; 350-bed hospital. East 
(c) Business manager: large hospital 
operated: $5400 including family 

tenance. ‘(d) Office manager. 300- 


Genera! 


(a) Personnel 


VERTISING 


pital, university city, Midwest. ‘e) Clinic 
manager. i4-man group: West. Per- 
sonnel director, general hospital, 450 em- 
ployees, California. H7-7 

EXECUTIVE HOUSEKEEPERS ia) Vol- 
untary general hospital, 200 beds. resi 
dential town, few miles from university 
center: New England. ‘b) ualified super- 
vise departments, medical facilities. lead- 


ing private medical group consisting three 


— ~~ and possibly one of two hotels 
sta includes two assistants, sixty-five 
other employees; major expansion preo- 


gram recently initiated H7-8 

Educational direc- 

100 students. 
from New 


FACULTY POSTS: ia) 
tor. 340-bed general hospital 
college town short distance 


York. Philadelphia, Atlantic Coast. (b) In- 
structor in nursing education, campus di- 
vision. collegiate school; around $500, Pa- 
cifie Coast. ic) Assistant professor, nursing 
arts state university li-month year 
around $5000. Midwest. id) A*sistant pro- 
fessor in nursing: duties include serving 


as assistant director of nursing. collegiate 


school located on campus of university 
Southwest. ‘e)} Science instructor small 
school: college town, New England. $4000 


complete maintenance including own apart- 
rent. (f) Clinical instructors In medicine 
obstetries-gynecology, surgery, pediatrics 


university school apartments available 
beautiful new apartment building; liberal 

rsonnel policies substantial salaries 
arge city. medical center, Midwest 
Assistant director of nursing in charge of 
education, high eschelon position, chil- 
dren's hospital, unit, university group. H7-9 
MEDICAL RECORD LIBRARIANS (a) 
Chief: large general hospital affiliated med- 


ical school. department staff of fifty, South 
ib) Chief: new hospital, unit university 
medical center: Midwest c) Small gen- 


eral hospital operated by group of Board 
specialists, California. H7-11 


SOCTAL WORKERS ‘a) Medical; new 
hospital, 350 beds, affiliated university med- 


ical achool: South Pevehiatric: new 
psychiatric unit, large general hospital 
Gulf Coast. (c) To serve as administrator 


schoo! for young women, relatively new 


institution substantial salary including 
beautiful apartment. H7-12 
SUPERVISORS: ‘a) Operating room and 


although on staff, large teach- 
will serve principally on fac- 
opportunity continuing 
Pediatric, beau. 


obstetrical 
ing hospital, 
ulty of university; 
studies: Pacific Coast. ‘b) 


tiful new hospital, unit university group 
Southwest. ic) Clinic and night super- 
visors: 600-bed teaching hospital, oppor- 
tunity continuing studies; Midwest id) 
Floor small general hospital outside 
United States: although tropical country 
climate mild. (e) Operating room, to stuc- 
ceed supervisor retiring after #4 years 
service. minimum $5000. large city, medi- 


cal center, Midwest. H7-13 


SHAY MEDICAL AGENCY 
55 East Washington Street 
Chicago 2, Ill. 
Blanche L. Shay, Director 


ADMINISTRATORS ia! Seuthwest. 200 
bed hospital and clinic Also act as busi- 
ness manager of clinic. $10.000. ‘(bi South 
70 bed hospital. $7000 ‘c! South 45 bed 


hospital very cooperative Board of Direc- 
tors. $7000. (d) Southwest. 100 bed hospitel 
in city of 70,000. $10,000 


PERSONNEL DIRECTOR Middle West 
200 bed hospital! affiliated with well known 
university Previous hospital experience 
not required but must have good educa- 
tional background in personne! $5000 min- 
imum to start 


ADMINISTRATIVE ASSISTANT: Middle 


West. Well known hospital affiliated with 
university. Prefer graduate in Hospital 
Administration but will consider if have 
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ERTISING 
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SHAY MEDICAL AGENCY (Cont'd.) 


wtunity. $350 to start. $375 in six months 
$400 at end of one year 


DIETITIAN. Middle West. 200 bed genera! 
hospital in city of 75,000 Complete charge 
of department. Experienced, cooperative 
staff to start 


CHIEF MEDICAL RECORD LIBRARIAN 
East 240 bed hospital. Department recentiy 
reorganized and enlarged Has adequate, 
well trained staff System oe changed 
to Standard Nomenclature 


ZINSER PERSONNEL SERVICE 
79 W. Monroe Street 
Chicago 3, Iinois 
NURSES. TECHNICIANS. DIETITIANS. 
PHYSICIANS, SUPERINTEND- 


ENTS and INSTRUCTORS--We can help 
you secure positions 


MEDICAL-DENTAL PERSONNEL BUREAU 
MARY LOWRY, M.T., DIRECTOR 
525 Paulsen Bidg. Spokane 8, Washington 
MANY GOOD POSITIONS IN ALL MEDI- 


CAL SPECIALTIES IN THE GREAT 
NORTHWEST. Write us for full details. 


INTERSTATE 
HOSPITAL AND PERSONNEL BUREAU 


332 Bulkley Building, Cleveland, O. 
Miss Elsie Dey, Director 


ASSISTANT ADMINISTRATOR: 140 bed 
private hospital; West Virginia. ‘b) Per- 
sonnel Director; 200 bed California hos- 
pital. ic) Office-Credit Manager, 135 
Ohio hospital 


ADMINISTRATOR: 140 bed hospital, Penn- 
syivania. (b) 125 bed hospital, Ohio, new 
addition. $7200. ic) @ bed hos 
vada ‘d} @ bed hospital, 
‘e) bed Ohio hospital 


DIRECTORS OF NURSING Directors, 
Nursing Service. Educational Directors. 
Instructors: Anaesthetists: general duty 
nurses 


EXECUTIVE HOUSEKEEPER obed 
hospital, eastern Pennsylvania. (b) 200 bed 
hospital, new midwest. ic) teach- 
ing hospital; industrial city. (d) Florida 


DIETITIANS: RECORD LIBRARIANS: 
Technicians, Laboratory: X-ray. $300-$400 


p 
southeast 


HOSPITAL PERSONNEL BUREAU 
Charles J. Cotter, Director 
(Former Hospital Administrator ) 
Professional Arts Bidg. 


Hagerstown, Maryland 
(Licensed Employment Agent) 


Many opportunities for all professional! per- 
sonnel, including areas outside U.S. Send 
resume and photos. No Registration Fee 
Some positions no employment fee to can- 


didate appointed 


ADMINISTRATOR—Lay,. preferably male 
Community of thirty thousand in North- 
eastern Wisconsin already having a 200- 
bed general hospital. Under construction. 
completion Spring of 1953. Position open 
September 1, 1952. Would work with archi- 
tect and consultant during construction. 
select staff. Usual general facilities. State 
qualifications, experience, and expected 
salary. Apply to John Stevenson, Mani- 
towoc County Memorial Hospital. 926 
South Eighth Street. Manitowoc, Wis- 
consin 


ANESTHETIST-NURSE, AA.N.A. member 
preferred; $350.00 monthly plus full main- 
tenance, three week vacation, sick leave. 
Blue Cross insurance, 250 bed hospital 
fully approved, surgical! staff all board dip- 
lomates. Washington Hospital, Washington. 
Pennsylvania. 


CLINICAL INSTRUCTORS (3) immedi- 
ate openings: Pediatric, Obstetric, Medica! 
and Surgical Nursing. 184-bed hospital; 75 
student body; one class yearly: 44 hr 
week; average personne! policies, salaries 

n. Apply Director of Nurses, Lewis- 
Gale Hospital, Roanoke, Virginia. 


ANESTHETIST ... Nurse for 250 bed gen- 
eral hospital. Excellent working conditions, 
and personne! policies. Salary dependent 
upon experience. Write. wire or call col- 
lect to 
Joseph G. Norby, Administrator 
Hospital 
3321 N. Maryland Ave. 
Milwaukee, Wisconsin 


Save 20% (0) 40% 


On your syringe service 


here's how: 


Omega omits the “middle man” and 
deals directly with you——the user—to 
give your hospital the many advantages 


places at 


OMEGA LOCK 

SYRINGES of personalized syringe service. In oddi- 
(hmega Lock and Metal tion te lower prices—Omega 

Syringes your disposal its research and develop- 
feature in which the mental laboratories to assist you in any 
glass and metal tip special operational technical problems. 
are screntifieally seale: 

WRITE TODAY FOR DETAILS, 
washer This prevents SAMPLES, PRICES 
accumulation of tore: 

metal glass juncture needles w sent compli 

(Another OMEGA request to prove in practice that you can 
quality product) use the best . 


OMEGA PRECISION MEDICAL INSTRUMENT CO., 


44 Brook Avenue 
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Passaic, 


ALL YOUR NEEDS 


6626 Nerth Western Avenue 


FROM ONE 
SOURCE OF SUPPLY 


Gathered together under one roof : 
are all the needs for servicing a M 
hospital, from the basic necessities 
to the many comfort-making ac- | 
cessories . . . all designed to help 
you build prestige and good-will. [ 
i 


Whatever your needs, whatever 
the quantity, MILLS has them for 
you. All products are made of 
finest quality materials in modern, 
easy-to-clean designs, tested for 
guaranteed satisfaction. 


MILLS HOSPITAL SUPPLY CO. 


Chicago 45 
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POSITIONS OPEN 


ANESTHETIST NURSE: 100 Bed Approved 
Pediatric H ital, Light Schedules, Liberal 
Personnel policies. Maintenance optional 
Centrally located metropolitan area. Apply 
iving full particulars and when available 

lary Mr. D. ONeill, Director. 
Babies ital, 15 Roseville Avenue. 
Newark, N. 


NURSE ANESTHETIST: For 276 bed gen- 
eral hospital. Pleasant working conditions. 
Salary eo Complete maintenance. if 
desired beral employee benefits. Anes- 
thesiologist in -—y of Dept. State quali- 
fications and sala deured. in Ist letter 
Apply Perscanel. rector, Lawrence and 
Assoc. Hospitals, New 
onn. 


DIRECTOR OF NURSES: 100 bed general 
hospital with School of << November 
ist. Degree and experience in Nursing Ed- 
ucation necessary. Salary open. Excellent 

rsonnel policies. Hospital located in 

uthwestern rt of Virginia. Ideal cli- 
mate Apply administrator, Pulaski Hos- 
pital, Pulaski, Virginia 


NURSE ANESTHETIST.-for 250 bed hos- 
pital. Doctor and staff of four. Liberal sal- 
ary. vacations, etc. Immediate n Vassar 
Brothers Hospital, Poughkeepsie, N 


NURSE ANESTHETIST: Methodist Hospi- 
tal, Indianapolis. 


NURSES ANESTH 
munity hospital. . 
MD... all agents and ~ Good 
opportunity for advanced training. Full 


New York Write G. J. Carroll, M.D 
William W kus Hospi N 
Connecticu 


ADMINISTRATOR—Lay. expansion pro- 
gram in process. State qualifications. expe- 
rience and salary expected Replies confi- 
dential. Board of Directors, Centinela Vai- 
ley Community Hospital, Inglewood, Cali- 
ornia 


One each in medicine, sur per. and 
and gynecology all fed appli- 
cants who are graduates of AMA approved 
medical schools will be beral 
rw! and allowances. Write for details 
Administrator, Riverside Hospital, New- 
port News. Virginia. 


AMERICAN NURSES’ ASSOCIATION 
PROFESSIONAL COUNSELING & 
PLACEMENT SERVICE 


Non-fee Service for Nurses 
and Employers of Nurses. 

Complete prefeesional credentials of 
more than 40,000 nurses on file in 30 
state nurses associations and the na- 
tional ANA office. 

Cenesult your state surses’ 
or the ANA PC&PS8 branch office 
South Michigan Avenue, Chicago 3, cine 
nois (Tel. ate 2-8883). 


DIRECTOR OF NURSES: Modern, 115 bed 
ral hospital located in Chicago ares 
A ~~ available A 
Ingalls 
Harvey. llinots 


BUSINESS OFFICE MANAGER: To as- 
sume complete for 

and collections e Toledo 
Hospital, North dees Tolede 6. Ohio 


MEDICAL PERSONNEL EXCHANGE 
4707 Springfield Avenue 
Philedelphie 43, Penne. 
Nellie A. Gealt, Director 


NO CHARGE FOR REGISTRATION 
DIR. OF NURSES: 175-bed Hospital. East- 
ern Penna. Start $5,200. plus maint 
OR SUPERVISOR -- 
Graduate staff. Start Pp cellent 
maint 
OBSTETRICAL SUPERVISOR: Now or 
Sept. Ist. Well equi Gen. hosp 
0 hw and personne! 
policies. 

PHARMACIST: 235-bed gen. hosp.. em- 
ploying 3. Start $3300 


EXECUTIVE HOUSE 400-bed gen 


Liberal salary 


hosp. Eastern Penna. 
TECHNICIANS: (a) Lab NYC area @ hw 
ib) X-Ray, new hosp. Penna 


DIETITIANS: (2) 275-bed gen. hosp. Sal- 
ary, and conditions above 
DA not required 


NO CHARGE FOR REGISTRATION 


Bulletin 216K 


Also bulletin 235 
describes the RY 


of air circulation for comfort. 


system 


RIVER GROVE, ILL. 
FOOD MIXERS — PEELERS — FANS 
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TWICE AS MANY RECORDS 
IN THE SAME AREA 


Developed as an answer to over- 
crowded Record 


VISI-SHELF FILE INC. 


46 WEST BROADWAY, NEW YORK 7. N 
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maintenance and one month's vacetion | ee 
Two and one-half hours from Boston and 
KEL 
~ 
| means of providing additional filing 
space, the Visi-Shell system — 
| Actually doubles amount of record filing 
space as compared with 4 drawer ver. 
| tical filing departments! Increases speed 
of Record Department Service over 50% ! 
| Visi-Shelt File tne. Dept. 
West Breedwey New York 7. 
Please furnish com details ' 
of the Visi-Shelf 
Americon 
Hespite! Assecietion | Department ... 
Convention 
Philodeiphic, Pe. Address 
YNOL Zone State 


POSITIONS OPEN 


WANTED. Operating Room and Obstetric 
Supervisors. Fully approved 240 bed hospi- 
talewith eupension to add 200 beds. Large 
student body. Approved school of nursin 
University affiliation. Forty hour wee 
Staff Education. Salary open. Write HOS- 
PITALS 


NURSES—Staff and Operating Room. 5 
days. # hours, 8 holidays and vacation 
with pay. initial salary $230. plus laundry, 
increases at 6-12-24 months: additional pay 
fon evening and night assignments and for 

perating room calls Apply, Director of 
Nursina St Luke's Hospital, New York 


be 


DIETITIAN: Assistant and Therapeutic 
Immediate opening 200-bed approved hos- 
pital in Western suburb of Chicago. Apply 
Dietitian. Memortal Hospital, Imhurst, 
Iilinots 


ADMINISTRATOR male or female, for 
%5-bed hospital, northern New Jersey. 30 
New City. Give expe- 
rience eferences, arm salary expected 
Write D-64 ALS 


DIRECTOR OF NURSES: 250 bed general 
hospital School of Nursing, Degree re- 
quired. Salary start §40000-increase to 
$600 00. Maintenance, etc. Apply Ohio Val- 
ley Hospital, Steubenville, Ohio 


POSITIONS WANTED 


THE MEDICAL BUREAU 
Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


ADMINISTRATOR: B Ph. (Business), MS 
(Hospital Administration): year's adminis- 
trative internship; four years. assistant ad- 
ministrator, teaching hospital, four years 
director, 125-bed hospital 


ADMINISTRATOR: Medical, assistant di- 
rector, large teaching hospital, four years. 
director 200-bed hospital and on faculty, 
medical schoo! 


ADMINISTRATOR Graduate Nurse 
(‘Hospital Administration): assist- 
ant administrator, 400-bed hospital, three 
years, director, 150-bed hospital unit, uni- 
versity group 


Co! OLLER: BS. Business Adminis- 
four years experience public ac- 
counting: seven years, supervisor, account- 
ing department, 400-bed hospital 


DIRECTOR OF NURSES.-Ph.B.. M.A... four 
years teaching experience, four years. as- 
sistant director nursing, 300-bed hospital! 


PATHOLOGIST Diplomate, (Clinical 
Pathology and Pathologic Anatomy): eight 
years, director of laboratories, 300-bed 
general hospital 


PERSONNEL DIRECTOR: A.B. degree, 
four years. personnel director, 300-bed 
general hospital 


THE MEDICAL BUREAU (Contd) 


PHYSIATRIST young physician well 
trained physical medicine and rehabilita- 
tion: teaching experience, several years. 
chief, physical medicine and rehabilita- 
tion, large institution 


PUBLIC RELATIONS DIRECTOR: BA 
degree, six years, director of public rela- 
tions during which time he conducted 
campaigns for important hospitals through - 
out the country 


RADIOLOGIST Diplomate ‘(Diagnostic- 
Therapeutic) three years’ training radi- 
ology. teaching hospital; four years, direc- 
tor, department radiology, 225-bed hospital! 


INTERSTATE 
HOSPITAL AND PERSONNEL BUREAU 
332 Bulkley Builging, Cleveland, O. 
Miss Elsié’Dey, Director 


COMPTROLLER: Or Business Manager. 
southwestern hospital preferred. Degree. 
Business Administration; Cost accountant. 
6 years; Comptroller, 4 years 


ADMINISTRATOR: 7 years Executive Di- 
rector, Welfare Agency: 3 years Super- 
intendent, 100 bed hospital, Pennsylvania 


ASSISTANT ADMINISTRATOR MHA 
Degree, Washington University. 4 years 
Public Accountant: 3 years Personnel Di- 
rector, 300 bed hospital 


NURSE SUPERINTENDENT: 2 years Col- 
lege 4 years General Supervisor; 5 vears, 
Ohio hospital, assistant administrator 


X-RAY 


PROTECTION 


LIGHT-PROOF 
SHADES 


Logical facilities for every purpose and 
requirement in which x-ray protection and | Righ 
light-proofing is a valid consideration. 


Write Toda 'y for Literature 


Ray Proof Corporation i? 


513 West 54th Street 
New York 19, N. Y. 
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**Wall-Saver’’ Easy 
Chair 
Left No. 108914 “Wall- 
Saver’ Straight 
Chair. (Also available 
with saddle wood 
or with uphol- 
stered seat and ck.) 


“"WALL-SAVER" Advantages 

1. CANNOT BE TIPPED 
BACKWARDS 

2. CHAIR CAN'T 

AGE SIDE OR BACK 


“WALL-SAVER” Chairs 


®PREVENT DAMAGE TO WALLS 
@®REDUCE CHAIR MAINTENANCE 


| The back legs of a *‘Wall-Saver’’ chair are flared out 
| so that the chair cannot be tipped backwards. No 
| rubber leg bumpers are needed—the bottoms of the 
) legs abut the baseboard while there is still ample 
clearance between the back of the chair and the wall. 
This unusual design eliminates the strain to which 
| an ordinary chair is subjected when the sitter ‘‘rocks”™ 
in it. It also prevents damage to both chair and wall 
caused by ‘‘resting’’ the back of 
the chair against the wall. As a 
result, *‘Wall-Saver’’ chairs can 
pay for themselves through savings. 


No. 1082 


FICHENLAUBS 


For Better Furniter 


ST. PITTSeuRGH 1 PA 
(67) 
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544 pages 


Just Published 


PRINCIPLES 
OF HOSPITAL 
ADMINISTRATION 


By JOHN R. McGIBONY, M.D. 


Hospital administrators and staff 
members will find this new book a 
concise presentation of facts, figures, 
suggestions, and guide materials cov- 
ering every phase of hospital man- 
agement. 


Illustrated 
Price $6.80 


G. P. PUTNAM’S SONS 


210 Medison Avenue 
New York 16, New York 


Scud for FREE FOLDER 


QUALITY UNIFORMS SINC 
INTERN SUITS 


Well teilored, senforized whipcord with extre 
reinforcement et points of strain. 


ORDERLIES’ UNIFORMS 


The best bleck ond white striped duck @ Long Weering 


NURSES’ CAPES 

: FOR THE STUDENT AND THE GRADUATE 

| MAM COUPON TODAY! MAIL COUPON TODAY! 
Cc. D. WILLIAMS & CO. H 752 
246 South Street, Philadelphia 7, Pennsylvania 

Street and No. , 


E 1876 


AHA INSTITUTES 


Safety 
Planning 

Public Relations 

Personnel 

Pharmacy 

Nursing Service 

Dietary 

Accounting 


18 E. DIVISION STREET 


point the way 


to better 
hospital 


management... 


a membershife service 
of the 


AMERICAN HOSPITAL ASSOCIATION 


CHICAGO 10, ILLINOIS 
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“Our Country’s Strength 
is Created...” 


REESE H. TAYLOR 


Presidem, Union Oil Company of California 


“Our country’s strength is created by the responsibility and solidarity of individual 
citizens in a self-chosen government and economy. It can—and must—be perpet- 
uated against all who seek to undermine it. The men and women who invest regu- 
larly in United States Defense Bonds are contributing to our national integrity and 
to the traditions of personal independence so characteristic of a free people.” 


Every pay day, 6,500,000 employed men and women... 
“are contributing to our national integrity and to the tradi- 
tion of personal independence . . .”” by the systematic pur- 
chase of United States Defense Bonds. 


How important is this contribution to national economy 
and personal security ? Let's look at a few figures. 


e the cumulative purchases of 6,500,000 Payroll Savers 
add up to $130,000,000 per month. 


@ the number of individual E Bonds sold in 1951 totaled 
68,069,000 pieces—8°O more than in 1950, 


e purchases of $25 and $50 E Bonds—the denominations 
popular with Payroll Savers—were greater than the sales 


of $500 and $1,000 E Bonds, 


emonthly redemptions of unmatured E Bonds during 
each of 9 months (April to December, 1951) were less 
than 1‘7 of the amounts outstanding. 


@ the cash value of Series E Bonds held by individuals on 
December 31, 1951, amounted to $34,727,000,000—$4.8 
billions more than the cash value of Series E's outstand- 
ing in August, 1945, 


That Americans have built personal security and a reser- 
voir of purchasing power exceeding $34.7 billions is due 
in no small measure to the patriotism and foresight of men 
like Mr. Taylor and other leaders of industry who have 
made the Payroll Savings Plan available to their employees. 


For help with your Payroll Savings Plan, phone, wire or 
write to Savings Bond Division, U.S. Treasury Department, 
Suite 700, Washington Building, Washington, D. C. 


The U.S. Government does not pay for this advertising. The Treasury De- 
partment thanks, for their patriotic donation, the Advertising Council and 
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FOR INCREASED CARBOHYDRATE ALIMENTATION 


oS With 10°> Travert solutions, a patient’s carbohydrate needs can be more nearly satistied 


within a reasonable tame with no increase in fluid volume or ver damage. 

Travert solutions are sterile, crystal-clear, colorless, non-pyrogemie and non-antigenie. 
They are prepared by the hydrolysis of cane sugar and are composed of equal parts 
of p-glucose (dextrose) and p-fructose (levulose ). 
Travert solutions are available in water or saline in 150 ec., 500 cc... L000 ce. sizes. 
For the treatment of potassium deficiency, 10%> Travert solutions with 0.3% potassium chloride 
are also available in 1000 cc. containers. 
Travert is a trademark of BAXTER LABORATORIES, INC, 


products of 
BAXTER LABORATORIES, INC. 


Morton Grove, Illinois ¢ Cleveland, Mississipp 
DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the eny of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


GENERAL OFFICES + EVANSTON, ILLINOIS 
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BENADRYL (diphenhydramine hydrochloride, Parke-Davis) gives rapid 
—and sustained — relief to patients distressed by hay fever symptoms. 
By alleviating sneezing, nasal discharge, lacrimation, and itching, this 
outstanding antihistaminic has enabled many thousands of patients to 
pass hay fever seasons in comfort. 


BENADRYL’s reputation stems from its clinical performance. Each year, 
as the pollen count rises, the benefits derived from this effective antihis- 
taminic are further emphasized. BENADRYL Hydrochloride is available 
in a variety of forms — including Kapseals®, 50 mg. each; Capsules, 25 mg. 
each; Elixir, 10 mg. per teaspoonful; and Steri-Vials®, 10 mg. per cc. 
for parenteral therapy. 
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